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Major Research Project
Abstract:
A semi-structured interview has heen devised by Smith & McCarthy (1996), in order 
to examine the nature and impact of attachment in adults with learning disabilities. In 
the current study, twenty adults with learning disabilities, who had experienced 
separation from their families in childhood, completed the self-report measure of 
attachment, along with a self-esteem questionnaire and a brief measure of intellectual 
functioning. Participants’ keyworkers also completed the attachment measure, along 
with an assessment of interpersonal skills, with regard to the participant with learning 
disabilities. A comparison was made between mean attachment scores in the current 
sample and the group interviewed by Smith & McCarthy (1996). There was no 
significant difference in mean attachment scores. Mean scores in the current sample 
were higher than expected. There was no relationship between age of separation from 
families and attachment security. Overall, there was some evidence of the expected 
associations between attachment and both self-esteem and interpersonal relationships. 
However, correlations were not significant. An insignificant negative relationship 
between attachment and intellectual functioning was found. Participant and keyworker 
responses were not strongly associated. A trend towards a positive correlation between 
attachment scores over time was detected. The results did not provide robust evidence 
of reliability and validity for the attachment measure, meaning that the interview is not 
yet appropriate for wider use as an assessment tool. The outcomes of statistical 
analyses and limited qualitative information are discussed with regard to the current 
attachment literature. It is suggested that emerging research methodologies may prove 
more appropriate for investigating the psychosocial lives of people with learning 
disabilities.
Major Research Project
Introduction
Rationale
Attachment was defined as “the lasting psychological connectedness between human 
beings” by John Bowlby (1969, p. 194). At present, there is a dearth of research 
relating to the concept of attachment in adults with learning disabilities. A literature 
search using the Psychlnfo database identified just one assessment measure that had 
been specifically designed for this section of the population: the semi-structured 
interview devised by Smith & McCarthy (1996). The interview relates to the domain 
of a secure base that has been identified as the most important aspect of attachment 
(Holmes, 2001).
Smith & McCarthy (1996) demonstrated some psychometric properties of the semi­
structured interview with a group of thirty one adults with learning disabilities who 
had continued to reside with their families. These authors investigated the association 
between scores on the semi-structured interview and the following four constructs: 
self esteem, general intellectual functioning, independent behaviour within the home 
and independent behaviour outside the home. They also compared scores on the 
interview at two different time points, with a sub-group of participants. They found 
significant correlations between attachment and both self esteem (r = 0.43, p<0.05) 
and independent behaviour in the home (r = 0.52, p<0.01). Attachment scores across 
time were also significantly correlated (kappa = 0.80). No relationship was detected 
between attachment and intellectual functioning, as expected by the authors. 
Attachment and independent behaviour outside the home were not found to be related.
Rather than designing a new assessment of attachment specifically for people with 
learning disabilities, it was felt that the encouraging results reported by Smith & 
McCarthy (1996) should be further investigated. The current study was therefore 
designed to re-evaluate the semi-structured interview, in order to provide further 
evidence for, or refute, the utility of the measure in the population of people with 
learning disabilities.
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Further investigation is required to validate the semi-structured interview for wider 
administration (Finlay & Lyons, 2001). This study proposes to address reliability and 
validity of the measure, with a group of adults with learning disabilities who 
experienced an early separation from their families. An evaluation of inter-rater 
reliability will be added, along with additional analyses related to the theoretical 
literature.
An overview of attachment theory and research in the current literature is presented 
below. A discussion of the particular relevance of and need for application of these 
concepts to people with learning disabilities follows, providing the rationale for this 
study.
Origins of the theory
John Bowlby originally trained as a psychoanalyst in the 1930s (Holmes, 1993). 
Contrary to traditional psychoanalytic views, Bowlby asserted that the environment 
was of equal importance to intrapersonal conflicts in the development of neuroses and 
personality. Evidence for this came from lengthy observations of children’s early 
years. Bowlby also highlighted animal studies, to illustrate shared antecedents to 
disturbed behaviour (e.g. Harlow & Zimmerman, 1959, in Bowlby, 1988a).
Spitz (1946, 1945) conducted observations with a group of 123 infants in a nursery, 
separated from their mothers. Nineteen of the babies became weepy and sad. They 
withdrew from their surroundings, ignored those around them and usually lay 
passively. Their movements were slow, they had difficulty sleeping and weight loss 
occurred. In many respects, their psychomotor development appeared to slow down. 
The acute distress of young children separated from their primary carers was 
highlighted by Bowlby (WHO, 1951, in Bowlby, 1988a). He noted that a child 
separated from its mother under the age of six often displayed a pattern of withdrawal 
and psychomotor retardation.
Over the next decade, toddlers staying for limited periods in residential nurseries and 
hospital wards were observed by Robertson & Bowlby, during separation from their
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parents and in the home after their discharge. The children commonly showed a 
sequence of behaviour, which was divided into three phases, namely protest, despair 
and detachment (Bowlby, Robertson & Rosenhluth, 1952).
The protest phase was characterised by the children’s acute distress. They would often 
cry loudly, shake their cots and throw themselves about. The despair phase was 
typified by behaviour suggesting increasing hopelessness. The children became 
withdrawn, inactive and undemanding in their environment. In the detachment phase, 
the children showed more interest in their surroundings. They appeared happier and 
more accepting. However, when their parents visited, there was a striking absence of 
the expected child behaviour. Children would not greet their primary caregivers, did 
not cling to them or cry. Some remained remote and apathetic, while others would 
show a loss of interest and actively turn away (Bowlby et al., 1952).
If a prolonged separation occurred, during which time the children came into contact 
with a series of transient caregivers, they appeared gradually to commit less and less 
to succeeding figures. In time, they were seen to stop seeking proximity or attention 
altogether. The length of separation fi*om parents was found to be positively 
associated with increased levels of disturbance (Bowlby et al., 1952).
Attachment behaviour
A primary attachment relationship (Bowlby, 1969) refers to the bond that develops 
with an infant’s main caregiver, usually the mother. Instinctive proximity-seeking 
behaviours of an infant are thought to be designed to elicit nurturing responses. 
Accessibility of the primary caregiver is monitored by the infant, who seeks contact if 
they feel isolated, fidghtened, tired or unwell. The infant behaviour is assumed to have 
an evolutionary function, namely protection from predators (Bowlby, 1969). The 
reciprocal nature of attachment has been demonstrated by the strong urge parents 
experience to cradle, soothe, keep warm and protect their offspring (Bowlby, 1969).
Bowlby (1988b) saw the provision of a ‘secure base’ as a fundamental aspect of 
parenting. From this safe place, children can explore their environment with the
10
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knowledge that they can return for nourishment, comfort and reassurance. As children 
mature, they are observed to increase their distance from the secure base, and for 
longer periods of time. The more confident they are that the base is secure, the more 
they take it for granted (Bowlby, 1988b).
Lifespan attachment models
Bowlby (1973) proposed that continuity in attachment patterns across the lifespan, 
whether adaptive or otherwise, stemmed from the existence of internal working 
models. These initially consist of the infant’s internal representations of interactions 
with the caregiver. They are gradually transformed into internalisations of general 
events or schema. These can be thought of as mental representations of the self, the 
world and primary attachment figures. These cognitive structures come to influence 
all interactions (Main, Kaplan & Cassidy, 1985), but may in turn be altered throughout 
the lifespan. Nevertheless, any shaping may depend on the quality of the original 
attachment and early environment (Bowlby, 1988c).
Attachment Measures
Empirical research that supports or refutes the stability of lifespan attachment quality 
has been conducted following the development of a number of assessment procedures. 
These tools are described here and give context to the discussion of the evidence for 
and against the premise of lifespan continuity of attachment.
Bowlby (1969) reported that babies over eight or nine months old were significantly 
more likely to display fear in response to strangers than younger infants. The increase 
in frequency and intensity of these reactions was explained in attachment terms, in 
that development of a strong bond to a new person would become increasingly 
difficult after the child’s first birthday. Assessment instruments were subsequently 
devised in order to investigate individual differences in observable behaviour, 
symbolic representation and narrative coherence.
11
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Observable Behaviour
Ainsworth, Blehar, Waters, & Wall, (1978), devised an observation procedure called 
the Strange Situation (SS). The quality of the attachment relationship between mothers 
and infants was studied with children whose ages ranged from eleven to eighteen 
months. Each child was observed during two separations from their mother and two 
‘reunions’. A stranger was also introduced into the situation to provide information on 
the infants’ reactions. By evaluating the behaviours displayed by each child, three 
classifications were made:
Type A -  labelled ‘ anxious-avoidant’, an insecure attachment category. Children in 
this group were quick to explore, displaying little emotion or secure-base behaviour. 
They did not appear particularly distressed when left alone and actively avoided the 
parent on reunion.
Type B -  labelled ‘secure’, was assigned to infants deemed to have secure attachment. 
These children used their parent as a secure base for exploring. They appeared upset 
when separated, particularly on the second occasion. The children actively greeted 
parents on their return and sought contact for consolation. They returned to 
exploration once settled.
Type C -  labelled ‘anxious-resistant’ or ‘ambivalent’, another form of insecure 
attachment. These children were anxious from the outset and did not explore their 
surroundings. They became upset when separated, hut often displayed either anger or 
passivity on reunion. If contact was sought, the children were inconsolable by the 
parent.
A fourth category was added by Main & Weston (1981) to describe those children 
who appeared to have an insecure attachment, but did not display behaviour consistent 
with those in either Type A or Type C. The new classification was 
Type D -  labelled ‘disorganised’ or ‘disoriented’. These children lacked a coherent 
attachment strategy, appearing goalless in their movements.
12
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Bowlby (1988c) related these categories to internal working models. The models were 
regarded as persistent and unconscious. However, it was thought that people with 
early secure attachments possessed a capacity for interpersonal growth, by 
incorporating new information gathered over time. In individuals with early anxious 
attachments, this capacity was hindered and information incongruent with established 
models would be discarded. The patterns of relating to others therefore became 
habitual, even when interacting with individuals who did not replicate parental styles 
(Bowlhy, 1988c).
Symbolic Representation
Before reaching school age, children start to represent psychosocial knowledge in 
symbolic ways (Bretherton, 1985, in Solomon & George, 1999). Symbolic 
representation is not dependent on the presence of the caregiver or the actual 
experience of particular emotional states. Once this capacity develops, it becomes 
possible to assess internal models using children’s responses to pictured situations and 
their commentary or behaviour during doll-play.
Kaplan (1987, in Solomon & George, 1999) developed a classification system for 
seven-year-old children’s responses to photographs of attachment-related scenes. 
Attachment groups were distinguished according to the children’s emotional openness 
and their ability to convey functional coping strategies. Inter-rater reliability reached 
76% and correspondence with SS classifications was 68% (Solomon & George, 
1999). Jacobsen and colleagues (1994, in Solomon & George, 1999) also used 
pictures illustrating separation firom parents to assess seven year old children. 
Psychometric properties of this procedure were particularly robust, according to 
Solomon & George (1999).
Bretherton, Ridgeway & Cassidy (1990, in Solomon & George, 1999) devised a doll- 
play method of assessing three year olds. The adult acts out a set of stories and the 
child is asked to demonstrate what happens next. The concordance rate of attachment 
security with another preschool attachment measure (Cassidy & Marvin, 1987, in 
Solomon & George, 1999) was found to be 75%. A later development of the doll-play
13
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procedure (George & Solomon, 1994, in Solomon & George, 1999) was shown to 
have inter-rater reliability of 71% overall. Agreement between security classifications 
in this system and the SS categories was 79%.
Narrative Coherence
Ainsworth (1991) drew attention to the fact that verbal responses increase with age, 
requiring assessments of adults to address the language used to describe attachment 
relationships. To this end, George, Kaplan & Main (1985) devised a semi-structured 
Adult Attachment Interview (AAI), aiming to detect both conscious and unconscious 
aspects of attachment representations (Bowlhy, 1980). Through adults’ discourse 
about their own upbringing, predictions were to be made about the quality of 
subsequent attachment relationships between participants and their own children. A 
further aim was to predict parental responsiveness to attachment behaviours displayed 
by their infants (Van Ijzendoom, 1995).
During administration of the AAI, information is gathered relating to general 
childhood experiences, specific supportive or contradicting memories and current 
relationships with parents (Van Ijzendoom, 1995). As well as discussing relevant 
memories from childhood, interviewees are invited to reflect on these experiences 
from their adult perspective (George et al., 1985).
Interview transcripts are scored on two sets of scales. The first evaluates 
characterisations of childhood experience. The second assesses interviewees’ current 
state of mind with regard to attachment. The manner in which experience is conveyed, 
rather than its content, is the decisive factor in the discourse analysis. Parents can then 
be assigned to one of three attachment categories, namely Dismissing, Preoccupied 
and Autonomous. These are associated with childhood classifications of avoidant, 
resistant and secure attachment respectively (George et al., 1985).
In the original study by George et al., (1985), no significant difference was evident 
between security of mother-child and father-child dyads. The security of attachment 
for mothers on the AAI showed a highly significant positive correlation with their
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children’s security of attachment in the SS (Ainsworth et ah, 1978). The correlation 
between the attachment security of fathers and infants was also positive and 
significant, but to a lesser degree.
Research into Lifespan Continuitv of Attachment
Supporting Evidence
Kazan & Shaver (1987) stated that the evidence base supporting the hypothesis of 
attachment continuity was increasing substantially, citing a number of longitudinal 
studies spanning the period of infancy to primary school aged children (Dontas, 
Maratos, Fafoutis, & Karangelis, 1985; Erickson, Sroufe, & Egeland, 1985; Sroufe, 
1983; Waters, Wippman, & Sroufe, 1979).
Main & Cassidy (1988) assessed the attachment status of children as infants and in 
their sixth year. They reported that infant classifications were strongly predictive of 
attachment security as children reached the age of six. Agreement between security 
classifications at these two time points was found in 84% of cases. This provided 
initial evidence for stability of attachment security within the early years of life.
Two long-term longitudinal studies employing the SS (Ainsworth et al., 1978) and 
AAI (George et al., 1985) consecutively with participants are reported by Waters, 
Hamilton & Weinfield (2000a). The first study assessed participants in the SS 
(Ainsworth et al., 1978) at twelve months of age. The AAI (George et al., 1985) was 
administered to the same participants twenty years later (Waters, Merrick, Treboux, 
Crowell & Albersheim (2000b). In total, 72% of participants classified as secure in 
infancy were later assessed as secure in adulthood. As hypothesised, change in 
attachment status was related to negative life events.
The second study involved assessment of attachment in infancy and then again in 
adolescence (Hamilton, 2000). The sample in this case was more heterogeneous, 
including ‘unconventional’ families fi*om a wider range of socio-economic 
backgrounds. Again, high stability (77%) of attachment security over time was
15
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demonstrated. The finding of a significant relationship between negative life events 
and change in attachment status was also confirmed.
Limitations and Contrary Evidence
Weinfield, Sroufe & Egeland (2000) assessed attachment security of participants 
twice under the age of two and once at the age of approximately nineteen. The 
findings demonstrated a lack of continuity (51% concordance rate), with many 
participants moving fi*om a secure to an insecure category. The rate of continuity for 
the three sub-classifications of attachment (i.e. anxious-avoidant, secure or anxious- 
resistant) fell to just 39%. Weinfield et al. (2000) offer the “chaotic lives and negative 
experiences within this sample” as explanation for the discontinuity.
In the study by Waters et al. (2000b), almost three-quarters of participants were re­
categorised as either securely or insecurely attached when assessed again after twenty 
years. However, only 64 % were assigned to the expected sub-classifications. This 
suggests that the dichotomous categories are more reliable than attempts to further 
divide attachment security. This proposition is given further weight by Hamilton 
(2000), who found that only 63 % of adolescents retained the same sub-classification 
they had been allocated in infancy, compared to the 77% concordance rate for the 
dichotomous categories.
Reviewing the current evidence base, Thompson (2000) found that in childhood, a 
great deal of variation in stability of attachment security existed. More support for the 
hypothesis of continuity of attachment classifications was reported in studies that 
tracked participants into adulthood (Thompson, 2000). Waters et al. (2000b) noted 
that findings of discontinuity do not contradict Bowlby (1980), who expected that 
internal working models would remain open to change, contingent on the 
environment.
Internal working models were likened to a system of postulates by Ricks (1985). This 
fi*amework was seen as a solid basis from which to investigate both continuity and 
change in attachment relationships. Patterns would be prone to be repeated, unless
16
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certain experiences had the emotional impact necessary to ‘refute’ one or more mental 
postulates, just as external scientific hypotheses are refutable (Ricks, 1985).
Recent advances
Taking a cross-cultural perspective. Van Ijzendoom & Sagi (1999, in Holmes, 2001) 
posited four hypotheses relating to attachment theory and research. The first was the 
‘universality hypothesis’. This points to the fact that cross-cultural observations 
consistently demonstrate infant attachment to primary caregivers. The second was the 
‘normativity hypothesis’, which highlights the finding that about 70% of infants 
become securely attached; the remainder are judged insecure. Infants with secure 
attachments are more easily soothed, leading van Ijzendoom & Sagi (1999, p.7, in 
Holmes, 2001) to argue, “secure attachment is both numerically and physiologically 
normal”. The third, ‘sensitivity hypothesis’, stated that secure attachment depends on 
responsive and sensitive care. Finally, the ‘competence hypothesis’ proposed that 
quality of attachment is related to level of social competence.
Holmes (2001) put forward three further propositions. Firstly, a ‘continuity 
hypothesis’ was suggested, relating to findings that attachment pattems remain 
relatively stable across the lifespan. Secondly, a ‘mentalization hypothesis’ proposed 
that secure attachment arises from, and makes possible, the ability to reflect on our 
own and others states of mind (Fonagy, 1991; Meins, 1999, both in Holmes, 2001). 
Thirdly, a ‘narrative competence hypothesis’ was described, premising that evidence 
of early secure attachment can be detected through analysis of adults’ discourse about 
their past and present relationships as well as their emotional selves (Holmes, 1992, in 
Holmes, 2001).
Six separate attachment domains are also presented by Holmes (2001), namely a 
Secure base; Exploration and play; Protest and assertiveness; Loss; Internal working 
models; and Reflective capacity. Of these six, the secure base is given most 
significance (Holmes, 2001). The rationale is that without a secure base, infants would 
not survive. The quality of the attachment may be secure or insecure, but the child is 
still dependent on the caregiver for the first few years of life. In adults, the secure base
17
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may be represented internally and activated in order to regulate affect (Holmes, 2001). 
Safety in this case may be achieved via self-soothing behaviours.
Correlates of attachment
Sroufe (1983) compared groups of secure and insecure preschool children on a 
number of psychosocial measures. He found that those with secure attachments 
enjoyed better relationships with nursery staff and peers, had higher self-esteem and 
displayed more independent behaviour than insecurely attached children. Bretherton 
(1985) showed attachment security was related to children's persistence and ability in 
solving problems.
With regard to adults, Collins & Read (1990) demonstrated that adults with secure 
attachments had higher self-esteem than those who were insecurely attached. Hazan & 
Shaver (1990) found an association between secure attachment and a more positive 
self-concept, more positive experiences at work and more secure romantic 
relationships.
Sroufe (1983) asserted that normally developing babies should benefit firom being 
securely attached regardless of differences in intellectual ability. The current evidence 
is weighted heavily in favour of a lack of association between attachment security and 
intelligence. Thompson (1999, p.279) cites this as “an instance of discriminant 
validity confirmed by the empirical literature”.
Learning Disabilities
Definition
In the UK, the definition of a learning disability has three components. The first 
component is a significant impairment of intellectual functioning. The second is a 
significant impairment of adaptive or social functioning. The third is the age of onset 
being before adulthood (British Psychological Society, 2000). An individual’s level of 
intellectual functioning can be assigned to one of four categories, namely mild.
18
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moderate, severe and profound levels of disability. These categories are used in both 
DSM-IV (APA, 1994) and ICD-10 (WHO, 1993), two widely used diagnostic 
manuals.
The Department of Health (2001) provides prevalence rates for people with learning 
disabilities in the mild or moderate range of around 25 per 1000 of the general UK 
population. Currently, most of these individuals are aged between forty to fifty nine 
years. The larger numbers of middle-aged adults reflects the increased life expectancy 
of people with learning disabilities, particularly those with Down’s syndrome. In 
addition, a growing number of children with complex and multiple needs now survive 
into adulthood (DoH, 2001). Evidence of a relationship with the environment, 
particularly poverty, is cited, in that rates of mild or moderate learning disabilities 
have heen found to be higher in deprived and urban areas (DoH, 2001).
Changes in care provision
According to Gates (2003), institutions for people with learning disabilities and those 
with mental health difficulties came about in the early nineteenth century. The 
segregation of residents from the wider community was achieved by the provision of 
accommodation, labour and recreation within the asylums. These were described by 
Goffman (1961) as “total institutions”.
Many people were placed in institutions at an age where they could not understand the 
reasons. Others were given no form of explanation (Gates, 2003). Much of the 
literature presents a negative view of life inside an institution. For example, Goffinan 
(1961) identified certain core aspects of institutionalised practice that contributed to 
their eventual closure. These included block treatment, inflexibility, depersonalisation 
and difference in social status between staff and their patients. Various forms of 
punishment, such as withdrawal of privileges, were administered in response to non­
conformity (Gates, 2003).
Recent authors have described the placement of children with learning disabilities in 
care as a significant rupture in the attachment system (Janssen, Schuengel & Stolk,
19
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2002). This transition is viewed as placing great stress on both parents and children by 
Bramston & Cummins (1998, in Janssen et al., 2002). Discontinuity and decreased 
ability for paid carers to display sensitivity are seen as further hazards, even for 
children in the general population (Howes, 1999; Roy et al., 2000, both in Janssen et 
al., 2002).
In Britain, The NHS and Community Care Act (1990) was passed to facilitate 
provision of the support required to enable people (who would formerly have been 
institutionalised) to reside in their own homes where possible. This reduced the need 
for long stay hospitals, most of which have now closed (DoH, 2001). Most 
relationships that have developed for this group of people are with paid carers, close 
family members or other individuals with learning disabilities.
Convergence and divergence with attachment in the general population
1. Research with Children
In contrast to research with infants from the general population, in which two-thirds of 
western European infants have heen deemed securely attached, less than half of 
children with Down’s syndrome have heen placed in the secure category (Clegg & 
Sheard, 2002). This contravenes the ‘normativity hypothesis’ outlined above. Hence, 
it would be reasonable to assume that those infants diagnosed with learning 
disabilities due to aetiologies other than Down’s syndrome may also be more likely to 
experience insecure attachments.
Particular factors can affect attachment relationships for children with learning 
disabilities. Bowlby (1988b) stated that a calm environment and having time together 
is a pre-requisite for parents to develop sensitivity and responsiveness towards infants. 
Peterson & Mehl (1978, in Bowlhy, 1988b) demonstrated that the longer a mother and 
baby were separated in the hours and days following delivery, the greater the 
likelihood of difficulties in bonding. In the case of an infant with a learning disability, 
early separation is common, due to the need for medical attention and monitoring in 
babies with early complications (Blacher & Meyers, 1983).
20
Major Research Project
Van Ijzendoom, Goldberg, Kroonenberg & Frenkel (1992) reported that children with 
developmental delay were significantly more likely to be classified as insecure, 
particularly avoidant, than their peers in the general population. Of children with 
neurological abnormalities, insecure attachment of the disorganised type was seen as 
considerably more likely to occur. Vaughn, Golberg, Atkinson & Marcovitch (1994, 
in Janssen et al., 2002) reported that in children with Down’s syndrome, 
proportionately more disorganised attachment relationships were identified than 
expected.
Impaired communication in an infant with learning disabilities, such as poor eye 
contact or decreased emotional expression, can lead to lack of reciprocity. This can 
subsequently decrease the likelihood of a secure attachment (Blacher & Meyers, 
1983). In infants with Down’s syndrome, smiling is delayed, less frequent and of 
shorter duration than in non-disabled infants (Berger & Cunningham, 1986). Walden, 
Blackford & Carpenter (1997) found that pre-verbal behaviour of developmentally 
delayed children might reduce the likelihood of the caregiver responding positively. 
Both of these findings have implications for the security of subsequent attachment 
pattems. Janssen et al., (2002) note that reactivity and clear signalling behaviour is 
reduced in children with Down’s syndrome. This impacts on the ability of the 
caregiver to be sensitive and to view interacting with the baby as pleasurable and 
worthwhile.
Sullivan & Knutson (2000, in Janssen et al., 2002), found higher probability of 
maltreatment in children with disabilities compared to non-disabled peers. According 
to Van Ijzendoom, Schuengel & Bakermans-Kranenhurg (1999), maltreatment is 
strongly predictive of disorganised attachment in normal children. Extrapolating from 
this, neglect or abuse of children with teaming disabilities might increase the 
likelihood of disorganised attachment in those individuals.
21
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2. Research with Adults
Richardson, Keller & Katz, (1985) reported that behaviour disturbance in people with 
learning disabilities was associated with unstable upbringing. In adults with learning 
disabilities who fall into the insecure attachment category, ‘challenging behaviour’ 
has been conceptualised as a form of separation protest (Clegg & Lansdall-Welfare, 
1995). Hollins & Esterhuyzen (1997, in Hollins & Sinason, 2000) agreed that insecure 
early attachments might be associated with challenging behaviour and pathological 
grief for important losses in people with learning disabilities. Reflecting on this 
evidence, participants in the current study may have been more likely to display 
uncontained behaviour associated with insecure attachment. Absence of secure 
attachment patterns could theoretically be linked to the participants’ experience of 
early separation from families, viewed as one example of unstable upbringing.
More recently, research on school leavers with severe learning disabilities has been 
conducted. A third of students were assessed by staff as “over-investing in one or a 
few relationships which become a source of jealousy” (Clegg & Sheard, 2002). In the 
absence of relationships characterised by jealousy, challenging behaviour was 
significantly less likely to be displayed. Students who did experience exclusive and 
jealous relationships were significantly more likely to be living apart from their 
family. Participants in the current study all lived apart from their family, so could have 
been expected to display the relationship difficulties described by Clegg & Sheard 
(2002).
Research conducted with parents who have been informed of the diagnosis of a 
learning disability in their child see this as their most significant stressful life event 
(Baxter et al., 1995; Stolk & Kars, 2000, both in Janssen et al., 2002). Coming to 
terms with this stigmatised label can have a draining effect on the family. Parents may 
experience a profound sense of loss, as they are likely to have been expecting a perfect 
child (Hollins & Sinason, 2000). The emotional resources needed to care for an infant 
with a chronic condition may therefore be in short supply (Janssen et al., 2002).
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Lifespan attachment considerations
In infancy, the internal working models of the primary caregiver and of the child are 
“likely to develop so as to be complementary and mutually confirming” (Bowlby, 
1973, p.238). However, if  a child is rejected by the initial attachment figure, fear of 
rejection may hinder that child from forming subsequent attachments. Some parental 
feelings of rejection towards a disabled child are normal (NELMH, 2003). These 
feelings may be prolonged and excessive for certain parents (Lindsey, 2003). Such 
conditions may lead to anxious avoidance of attachment relationships by their children 
with learning disabilities. In addition, as the internal working model becomes the 
organising feature of adult relationships, the same individuals are likely to remain 
afraid of becoming attached to others in adulthood (Bowlby, 1973).
People with learning disabilities are likely to experience the loss of a series of 
attachment figures. This may be due to institutionalisation, staff turnover, or remote 
residential placements (DoH, 2001). In addition, specialist health and social services 
may be under pressure to offer finite interventions. This can result in the loss of 
relationships with professional workers, who may have been cast in the role of 
attachment figures (van Ijzendoom, 1995).
The government White Paper, Valuing People (DoH, 2001), states that people with 
learning disabilities continue to have little control and choice about their lives. For 
example, only 6% of people with learning disabilities decide whom they live with and 
just 1% choose who cares for them. This could lead to many disruptions in the 
formation of attachment relationships throughout the lifespan.
However, Deacon (1974, in Gates, 2003) reported the advantages of life in an 
institution, which could also be applied to residential care homes. These included 
opportunities for residents to develop enduring relationships with other residents or 
with staff members. The asylum fimction of institutions has been described as a secure 
base for some individuals by Adshead (1998). In addition, it is proposed that health 
care professionals and paid carers may provide this place of safety (van Ijzendoom, 
1995). Attachment behaviour can then gravitate towards security in response to
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experiences of positive relationships (Fonagy, Steele & Steele et al., in Adshead, 
1998).
Thompson (2000) stated that secure attachments may impact positively on children for 
varying periods, or with varying intensity, due to the interaction of internal working 
models of attachment with other cognitive systems. These could include social 
attitudes, self-efficacy beliefs and knowledge of social conventions. Lindsay, Neilson 
& Lawrenson (1997) note that people with learning disabilities have often had limited 
opportunities to acquire interpersonal coping strategies, due to their sheltered 
upbringing. Holt (1994, in Black, Cullen & Novaco, 1997) states that these skill 
deficits can lead to escalation of conflicts.
Hollins & Sinason (2000) list a number of challenges to psychosocial development for 
people with learning disabilities. The first is the very presence of disability, which is 
likely to be experienced as traumatic once the children gain cognitive awareness of 
this aspect of themselves. In addition, grief for the normal self who would have been 
bom may be experienced. A sense of dependency may be fostered in those who are 
unable to live autonomously. Finally, an unconscious fear of annihilation may be 
heightened, as many societal practices continue to undermine the right to existence of 
people with teaming disabilities. These include prenatal amniocentesis tests (Hollins 
& Sinason, 2000) and unequal access to physical and mental health care services 
(Rutter & Seyman, 1999; Hassiotis, Barron & O'Hara, 2000).
Therefore, attitudes and beliefs about the position of the self in society may be 
seriously undermined for people with teaming disabilities. Reflecting on the 
contribution of Thompson (2000) above, this could reduce the protectiveness of any 
secure attachment relationships that the individual had managed to develop.
Emotion Regulation
Thompson (1994, p.27) defines emotion regulation as “the extrinsic and intrinsic 
processes responsible for monitoring, evaluating, and modifying emotional reactions, 
especially their intensive and temporal features, to accomplish one’s goals”.
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Cassidy (1994) proposed that internal working models of primary attachment 
relationships mediated emotion regulation. Secure children, characterised by the 
expectation that parents would be attentive to their signals, would freely express both 
positive and negative emotions. Conversely, insecure children were seen as having 
built up expectations that their emotional expression would not be consistently 
responded to. In avoidant children, who had experienced rejection, negative emotion 
would be minimised to reduce the risk of further rejection. Ambivalent infants, whose 
carers had been inconsistent or unavailable, would maximise their expression of affect 
in order to gain attention.
Clegg & Lansdall-Welfare (1995) state that “Attachment theory makes sense of two 
phenomena observed in some people with learning disabilities: it provides a reason for 
their limited exploration of the world and it explains discontinuities in the pattern and 
intensity of their expressions of anger.” This suggests that people with learning 
disabilities can be hindered by the absence of secure attachments, without which 
exploration becomes meaningless or produces anxiety. In addition, inconsistent 
expressions of anger may be associated with poorly developed strategies for emotion 
regulation.
Field (1994) identified a number of factors that may be related to dysregulation of 
emotion. These included premature birth, perinatal complications and possibly 
impaired intelligence, all of which characterise people with learning disabilities. 
Attunement has been found to be lacking between premature infants and their carers 
by Lester, Hoffman & Brazelton (1985, in Field, 1994). Attunement with the carer is 
viewed as essential for the growth of emotion regulation (Field, 1994).
In addition. Field (1994) stated that dysregulation is observable during separations 
from the mother in infants from about 9 months onward. This is thought to happen 
because surrogate carers are less familiar with the infant’s signs, tolerance, optimal 
stimulation levels and so on. Therefore, the infant loses an external regulator of 
arousal. Separation from primary attachment figures characterises the sample in the 
current study. It was therefore expected that participants would have less developed
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systems of emotion regulation, associated with more insecure attachment 
classifications.
However, users of health care and residential services may form attachment 
relationships with members of staff, which influence regulation of affect (van 
Ijzendoom, 1995). Caregivers may be represented internally, allowing the service 
users to develop their own emotion regulation patterns when not in proximity to the 
attachment figure (Adshead, 1998).
Obstacles to assessment of attachment
1. Validity of the Strange Situation
Atkinson et al., (1999, in Lewis, 2003) reported that 32.5% of 2-3 year olds with 
Down’s syndrome could not be classified using the SS procedure. Other studies have 
reported higher proportions of children with this condition displaying behavioural 
patterns that cannot be classified within the SS (Lewis, 2003). These findings call the 
appropriateness of the SS procedure into question for children with learning 
disabilities.
Lewis (2003) stated that children with Down’s syndrome have difficulties 
accommodating and assimilating information, which are likely to impact on attempts 
to assess attachment through observable behaviour. Multiple recordings in a variety of 
environments are recommended, since performance at a single assessment may be 
unrepresentative and motivation levels will vary across settings (Lewis, 2003).
Main et al. (1985) found that early security of attachment was strongly associated with 
fluency of discourse within the dyad, assessed through transcripts of speech during 
reunions of parents and children. By definition, children with learning disabilities will 
have impaired language skills, affecting the validity of this association within this 
section of the population. Lewis (2003) points out that children with Down’s 
syndrome take longer to process information and recall less. In their second year, 
children with Down’s syndrome are less attracted to the sound of their mothers’ voice
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than developmentally normal children, making discourse analysis less valid within 
this group.
2. Language development
Murray & Yingling (2000) assessed relationships between attachment, home 
stimulation and language development in toddlers. Their sample included children 
who had experienced intensive care at birth, due to prematurity or physiological 
disorders. They found that children with secure attachments had more highly 
developed receptive and expressive language skills than children rated insecure. They 
also suggested that motivational factors, such as self-confidence, had more impact on 
expressive than receptive abilities. This research was supportive of earlier findings 
promoting attachment as predictive of expressive language abilities (Murray & 
Yingling, 2000). Therefore, rather than assuming that impaired language skills pose an 
obstacle to assessment of attachment in people with learning disabilities, difficulty 
with self expression could be viewed as indicative of poor early attachment and of 
lack of stimulation in childhood.
Medved & Brockmeier (2004) acknowledge that personal histories narrated by people 
with learning disabilities are typically disintegrated and difficult to follow. They 
realise this lack of coherence produces difficulties in analysis. Within the population 
of people with learning disabilities, these narratives are usually seen as a result of poor 
cognitive ability. The personal accounts of people with learning disabilities are 
therefore marginalised and commonly excluded from clinical and empirical enquiry. 
However, the same authors critically challenge this perspective by reviewing the 
narratives generated with a girl with Fragile X syndrome, a learning disability 
associated with genetic abnormality. They argue that her stories disclose logical 
narratives, reflective of organised internal representations of autobiographical 
information. Medved & Brockmeier (2004) advocate inclusion of autobiographical 
data shared by people with learning disabilities in this way.
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Important considerations when conducting research
1. Informed consent
There is little literature regarding consent to participate in research studies (Mann, 
1994, in Arscott, Dagnan & Stenfert Kroese, 1998). The British Psychological 
Society stipulate that investigators must take “all reasonable steps to ensure that (the 
participants) have adequately understood the nature of the investigation... and its 
anticipated consequences” (BPS, 2000, p.3). Arscott et al. (1998) point out that 
established guidelines are difficult to apply to samples such as people with learning 
disabilities. White & Steen (1995, in Arscott et al., 1998) recommend the increased 
use of pictorial presentation of material, given the difficulties individuals may have in 
comprehending auditory verbal information.
lacono & Murray (2003) assert that the onus is on researchers to promote the rights of 
vulnerable individuals who are invited to take part in empirical studies. People with 
learning disabilities can be defined as vulnerable if  their capacity to give informed 
consent is impaired (Roberts & Roberts, 1999, in lacono & Murray, 2003). Three 
aspects of informed consent have been identified by Roberts & Roberts (1999, in 
lacono & Murray, 2003). Firstly, accurate, unbiased information about the study must 
be communicated. Secondly, potential participants must be capable of reaching a 
decision about taking part. Thirdly, their decision must be autonomous and voluntary. 
If any one of these factors is in doubt, vulnerability can be assumed.
Standardised methods of assessing capacity to participate in research have yet to be 
established (Dresser, 1996; Wong et al., 1999: both in lacono & Murray, 2003). Since 
ability to consent may vary with the complexity of material presented, the effort made 
to convey it and the environmental circumstances, this capacity has been described as 
a state dependent construct, rather than an inherent trait (Melton & Stanley, 1996, in 
lacono & Murray, 2003). A person’s mental health, mood state and physical well­
being may also influence this construct (lacono & Murray, 2003). Pressure to consent 
may be intangible, or may be a result of a power imbalance between the potential 
participant and the researcher. These factors could invalidate the decision to
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participate on the grounds of involuntariness (Morris et al., 1993; Freedman, 2001: 
both in lacono & Murray, 2003).
2. Acquiescence
Linked to informed consent is the tendency of people with learning disabilities to 
acquiesce (Murphy & Clare, 1995, in Arscott et al., 1998). lacono & Murray (2003) 
note that this inclination to agree to participate may be a result of a desire to please 
others. A tendency to give affirmation was identified as the most common category of 
response bias in the population of people with learning disabilities by Kebbell & 
Hatton (1999, in Finlay & Lyons, 2001). In terms of responding to questionnaire or 
interview items, this tendency may be more marked when the answer is unknown to 
the participant, when the questions are too long or when the language is too difficult 
(Finlay & Lyons, in press, in Finlay & Lyons 2001).
Shaw & Budd (1982, in Finlay & Lyons, 2001) reported significantly higher rates of 
acquiescence when questions were posed regarding socially desirable behaviours, 
compared to undesirable behaviours. They also found significantly more negating 
responses for undesirable rather than desirable behaviours. This issue is discussed in 
more detail in the Method section below, in relation to the measures used in the 
current study.
3. Content and format of interviews/questionnaires
Finlay & Lyons (2001) drew attention to two tasks for interviewers of people with 
learning disabilities. Firstly, to provide statements or questions in a way that 
facilitated response from the interviewee. Secondly, to address difficulties of 
comprehension or clarification of answers. They recommend clear, simple vocabulary 
and semantics and allocating plenty of time to conduct interviews.
If participants are focussed on particular issues in their own lives, they may 
perseverate on these themes in an interview (Biklen & Moseley, 1988; Zetlin et al., 
1985, both in Finlay & Lyons, 2001). If responses seem irrelevant or tangential, the
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interviewee may not have been understood, or could be finding it difficult to switch to 
a new topic. Another factor may be the speed at which the interview is progressing. 
Finlay & Lyons (2001) advocate repeating items at a later stage if these problems 
appear to have arisen.
Interviews conducted directly with participants are less anonymous and private than 
written responses and could result in certain behaviours being underreported (Finlay 
& Lyons, 2001). Questions that relate to sensitive or taboo issues are known to be a 
source of error and bias in the general population (Barnett, 1984, in Finlay & Lyons, 
2001). People with learning disabilities are often in contact with relatively powerful 
professionals within the services they use. Therefore, this sector of the population may 
have particular concerns about negative consequences of providing accurate answers 
to controversial items within interviews. This may well be a valid position, as “service 
use is characterised by sharing of information among professionals” (Biklen & 
Moseley, 1988; Prosser & Bromley, 1998, both in Finlay & Lyons, 2001).
Aims and Expectations of Current Studv
1. Overall aim
The first aim of the current study was to assess the reliability and validity of the semi­
structured interview relating to attachment in people with learning disabilities (Smith 
& McCarthy, 1996), with a group of adults who experienced an early separation from 
their families.
Clegg & Lansdall-Welfare (1995) propose treatment strategies based on an attachment 
framework and report successful implementation of their proposals. The first stage of 
any psychological intervention must be thorough assessment. A way of evaluating 
attachment status specifically in people with learning disabilities would be a useful 
adjunct to the range of tools currently available. The current study aimed to assess the 
single measure that has been devised for this purpose thus far. It was hoped that once 
the reliability and validity of the interview had been well established, the tool could be
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used to further the knowledge base regarding attachment status and associated 
difficulties faced by people with learning disabilities and their carers.
2. Impact of early separation on attachment
The psychometric properties of the semi-structured interview relating to attachment 
devised by Smith & McCarthy (1996) have been reported for participants with 
learning disabilities living with their families. The current study assessed the utility of 
the instrument with a group within this population that had experienced early 
separation from their families of origin. Placing children with learning disabilities in 
care was seen as seriously detrimental to the attachment system (Janssen et al., 2002). 
Hence, it was expected that higher rates o f insecure attachment would be found in the 
current sample, compared to the group interviewed by Smith & McCarthy (1996).
The literature presented above provided three strands of support for the expected 
differences in attachment status within the current sample. Firstly, separation from 
primary attachment figures has been found to equate to loss of opportunities to 
develop emotion regulation strategies (Field, 1994). Secondly, the longer the 
separation, the more adverse the effect on attachment outcome found by Bowlby et al. 
(1952). Thirdly, people with learning disabilities living away from home were shown 
to be more likely to be involved in exclusive and jealous relationships (Clegg & 
Sheard, 2002), indicating generalised attachment difficulties.
In addition, it was expected that age of separation would moderate subsequent 
attachment security. Bowlby (1969) asserted that the development of a strong bond 
would become less likely after the first year of life. In addition, a child separated 
under the age of six would be expected to experience psychomotor retardation Bowlby 
(WHO, 1951, in Bowlby, 1988a). The length of separation from parents was found to 
be positively associated with increased levels of disturbance by Bowlby et al (1952). 
This data led to a hypothesis that the younger the participant at time of separation 
from family of origin, the less secure the participant’s adult attachments.
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3. Construct validity
Barker, Pistrang & Elliott (1994) emphasise the importance of construct validity, 
where the validity of a construct, rather than the tools designed to measure that 
concept, are assessed. This task is performed by analysing correlations between the 
identified construct and other constructs that are theoretically related.
3 a. Convergent validity
In this study, the construct to be examined was attachment security. A theoretical 
relationship between attachment security and self-esteem has been demonstrated 
(Sroufe, 1983; Collins & Read, 1990). Therefore, a positive correlation between the 
semi-structured interview (Smith & McCarthy, 1996) and a self-esteem questionnaire 
(Szivos-Bach, 1993) was expected, demonstrating the convergent validity of the 
attachment measure.
Further evidence of convergent validity was predicted to occur, as demonstrated by a 
positive correlation between the semi-structured interview (Smith & McCarthy, 1996) 
and a measure of social competence within interpersonal relationships (Sparrow, Balia 
& Ciccietti, 1984). These two constructs of attachment and interpersonal behaviour 
have been theoretically linked by Van Ijzendoom & Sagi (1999, in Holmes, 2001).
3b. Discriminant validity
hi order to demonstrate discriminant validity of the attachment measure, the 
relationship between the semi-stmctured interview (Smith & McCarthy, 1996) and a 
brief measure of intellectual functioning (Raven, Court & Raven, 1976) was assessed. 
A lack of correlation was expected between these two constructs, in line with the 
evidence base reported by Thompson (1999).
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4. Inter-rater reliability
Turning to the reliability of the attachment measure, the relationship between 
participant responses and carer responses to the semi-structured interview (Smith & 
McCarthy, 1996) was evaluated. This measure of inter-rater reliability had not been 
previously established by Smith & McCarthy (1996).
5. Test-retest reliability
Following Smith & McCarthy (1996), a sub-group of participants were re-assessed on 
the attachment measure after a set time period, to evaluate the test-retest reliability of 
the interview. Attachment security has been found to be fairly stable over time, 
particularly in adults (Thompson, 2000). Therefore, high test-retest reliability of the 
semi-structured interview (Smith & McCarthy, 1996) was an expected finding in the 
current study.
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Method
Participants
The criteria for inclusion in the study were that the person:
• Was 18 years of age or over
• Had been diagnosed with a learning disability
• Had no diagnosis of Autism or Asperger’s syndrome
• Was able to hold a conversation independently with the researcher
• Had spent a minimum of 3 months living away from their family of origin before 
16 years of age
Twenty adults with learning disabilities and their keyworkers within residential 
services participated. Nine females and eleven males with learning disabilities 
consented to be interviewed. The mean age was 47.65 years (range 20 to 64). The 
mean age of separation from family of origin was 6.33 years (n=15, range 6 months to 
14 years). The exact age of separation was unknown for five participants, although 
each separation was recorded as having occurred in childhood.
Eight participants had a diagnosis of Down’s syndrome. The aetiology of learning 
disability was associated with Fragile X syndrome in one case; it was unknown for the 
remaining participants. One participant without Down’s syndrome was known to have 
been bom prematurely and two individuals had diagnoses of cerebral palsy. Each 
adult with teaming disabilities was from a White British background.
Of the thirty two adults with teaming disabilities approached, three were excluded on 
the basis that the researcher was unable to understand their speech during informal 
conversation. Three people declined to take part. One person died following initial 
contact. Two were considered too unsettled to participate by their residential service. 
Three people declared an interest in participating, but declined to respond to questions 
once a formal appointment had been made.
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Thirteen keyworkers were female and seven were male. The ethnic background of 
these staff members was mixed, including twelve White British, six Black and two 
Asian individuals. The mean length of time that each participant had been known to 
their keyworker was 4.63years (range 7 months to 30 years).
Settings
The research was conducted within the catchment areas of two NHS Psychology 
Services for People with Learning Disabilities. These were both situated within a 
county on the outskirts of a large UK city.
Materials
The main materials were an interview, self-report questionnaire and two psychometric 
tools.
Semi-structured interview relating to attachment
The semi-structured interview was devised by Smith & McCarthy (1996) to assess 
attachment security of adults with learning disabilities (Appendix I). The procedure 
involves asking interviewees four questions, namely what they do if  they feel worried, 
angry, sad or scared. Item 2 (angry) was not employed in the paper by Smith & 
McCarthy (1996), but added to the interview at a later date. Three multiple choice 
answers are provided for each item, as follows:
a) not tell anyone how they are feeling
b) tell somebody how they are feeling (e.g. relative, keyworker, friend, 
boy/girlfriend, other)
c) express how they are feeling in a more uncontrolled way (e.g. throw things, scream)
A score of one point was allocated each time a participant indicated that they told 
somebody how they were feeling. This behaviour was seen as relating to secure 
attachment, in that a trusted figure was turned to when emotional regulation was 
desired. Zero points were allocated for other responses. Keeping feelings to self and
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uncontrolled behaviour were each viewed as relating to insecure attachment, in that 
contact with a significant other was not sought at times of stress. Thus, a total score 
ranging from 0-4 was obtained for each administration of the semi-structured 
interview.
Participants could be asked to provide an example of a situation in which they had 
experienced each feeling. This was to help ensure their understanding of the question 
and “assist in conceptualising a scenario and formulating a response” (Smith & 
McCarthy, 1996). In addition, if participants stated that they told somebody how they 
were feeling, they were asked for their reasons. This qualitative amendment was 
included by the author of the present study, following discussion with the author of 
the original paper (P. Smith, personal communication, 5* March 2003).
Self esteem questionnaire
The Self esteem questionnaire was devised by Szivos-Bach (1993) to assess the 
relationship between views of stigma and self- esteem in people with learning 
disabilities. The full list of items and the method of scoring is given in Appendix II.
In the construction of the questionnaire, twenty-four items were collated from various 
self-esteem measures. These were selected on the basis of their relevance to the three 
components of self esteem proposed by Coopersmith (1967, in Szivos-Bach, 1993). 
These components are:
• the ability to influence and be esteemed by others (power/significance)
• adherence to social norms and virtues (virtue/values)
• abilities in socially valued areas (competence)
Finlay & Lyons (2001) cite this measure as an exemplar, since affirmative forms of 
statements are used in favour of negatively worded items. Specific questions worded 
positively include:
• “I give up easily”
• “I am slow at work”
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The original method of scoring involved asking interviewees to choose a position on a 
five-point scale, presented in pictorial form as rungs on a ladder. Negative items were 
reverse-scored, so that the top of the ladder was always most desirable.
The item scores were summed to give a measure of each participants’ self esteem. The 
scale was found to have acceptable homogeneity {a = 0.87) for self report purposes 
(Szivos-Bach, 1993).
In the current study, the items were presented with a four point scale, following Smith 
& McCarthy (1996). To provide a concrete method of responding to questions, a 
visual aid depicting four glasses containing increasing amounts of liquid was 
presented with each item (Smith & McCarthy, 1996). The scoring for each item was 
as follows:
‘Not at all’ (empty glass) = 0
‘A little’ QA glass) = 1
‘In between’ (16 glass) = 2
‘A lot’ (full glass) = 3
Vineland Adaptive Behaviour Scales
The Vineland Adaptive Behaviour Scales (VABS) was devised by Sparrow, Balia & 
Ciccietti (1984). The Survey Form consists of items designed to assess adaptive 
behaviour in four domains: Communication, Daily Living Skills, Socialization and 
Motor Skills. Within each domain, items are presented in developmental order derived 
from standardisation studies (Sparrow et al., 1984). For individuals with learning 
disabilities, the starting point is left to the clinical judgement of the interviewer. 
Results yield a composite score, as well as scores for each domain administered.
The VABS is completed with the person most familiar with the individual being 
assessed. This provided the rationale for interviewing keyworkers in the current study. 
Administration is in the form of a semi-structured interview, rather than direct 
questions about an individual’s functional capacity. The advantages of this mode of 
administration are increased rapport, a positive atmosphere, efficiency, more scope for
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information gathering and accurate descriptions in the absence of pre-determined, 
potentially biased categories (Sparrow et al., 1984).
The psychometric properties of the VABS have been attested to by Matson, Kiely & 
Bamburg (1997). Oakland & Houchins (1985) reported that construct validity had 
been adequately demonstrated for the VABS. Specific normative studies for the 
population of people with learning disabilities in residential services were deemed to 
be of sufficient size and to be representative of this group.
Sparrow et al. (1984) reported psychometric properties of the Socialization Domain. 
Njardvik, Matson & Cherry (1999) administered the socialisation domain alone to 
research participants. Simon, Rosen, Grossman & Pratowski (1995) isolated the scores 
for the socialisation domain for their statistical analyses. This procedure had also been 
used previously by Braverman, Fein, Lucci & Waterhouse (1989, in Simon et al., 
1995).
In the current study, only Interpersonal Relationship items within the Socialisation 
domain were administered to principal carers of participants (Appendix III). The 
rationale for this selection of items was that this sub-domain was most closely related 
to the attachment literature (See Engels, Finkenauer, Meeus & Dekovic, 2001; 
DiTommaso, Brannen-McNulty, Ross & Burgess, 2003). The range of total 
Interpersonal Relationship scores reflected the range of interpersonal skills possessed 
by the participants, reported by their keyworkers. For the purposes of this research, a 
total score for Interpersonal Relationship items only was obtained for each participant.
Raven’s Progressive Matrices
The Raven’s Progressive Matrices (RPM: Appendix IV) were devised by Raven, 
Court & Raven ( 1976) as a measure of non-verbal intellectual functioning. It consists 
of a series of patterned diagrams from which there is a part missing. A series of 
segments is presented below each diagram, from which the respondent has to select 
the most appropriate segment to fit the diagram. In the original study by Smith & 
McCarthy (1996), it was selected for use because it is “brief and non-threatening”. In
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addition, it has been standardised for people with learning disabilities. Conversion 
tables are provided to translate raw test scores into IQ scores (Raven et al., 1976).
van der Ven & Ellis (2000) state that the Raven’s Standard Progressive Matrices is 
one of the most widely used intelligence tests in the world. Raven (2000) has 
demonstrated the applicability of the measure across cultures, as well as other 
psychometric properties. The derivation of intelligence quotients from scores on the 
RPM has been advocated by O’Leary, Rusch & Guastello (1991).
Procedures
Approval for Research
Approval was gained from three Ethics Committees and NHS Research & 
Development or Clinical Governance Committees as required. The letters of approval 
are contained in Appendix V.
Recruitment
Managers of local Community Teams for People with Learning Disabilities (CTPLDs) 
were contacted directly. As well as facilitating cooperation with the research, this was 
beneficial for additional two reasons. Firstly, scrutiny of information held by the 
teams was often the only way to ensure participants met the inclusion criteria. 
Secondly, the team members had knowledge of potential participants that were not 
identified by other members of staff.
A standard letter was sent to the managers of residential and day services within the 
psychology catchment areas (Appendix VI). The letter contained brief details of the 
project and invited managers to put forward names of potential participants who met 
the inclusion criteria on a separate sheet (Appendix VI). A form was enclosed with 
these materials, for potential participants to indicate whether they consented to the 
researcher making initial contact (Appendix VI). The researcher then arranged 
informal group meetings with potential participants and their carers. Potential
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participants were given a symbolised information sheet (Appendix VII) about the 
project and a consent form (Appendix VIII). A written information sheet was made 
available to potential participants, their families and keyworkers (Appendix VII). 
Those adults with learning disabilities who wished to participate were asked to inform 
their carers or the researcher directly.
Data collection
Individuals with learning disabilities were interviewed at their place of residence, at a 
time when they were not otherwise engaged in structured activities. The semi­
structured interview (Smith & McCarthy, 1996) was conducted, during which the 
researcher recorded participant responses on the interview sheet. Responses were also 
audio-taped to allow the scores to be checked at a later date. The self esteem 
questionnaire (Szivos-Bach, 1993) was then completed, using the visual aid as 
described above. Finally, Raven’s Progressive Matrices (Raven et al., 1976) were 
administered.
The semi-structured interview (Smith & McCarthy, 1996) was then conducted with 
the participant’s residential service keyworker. Each staff member was asked to 
respond on behalf of their named client. Finally, Interpersonal Relationship items 
from the VABS (Sparrow et al., 1984) were administered to the keyworkers. They 
were asked to respond in light of their familiarity with the relevant individual with 
learning disabilities.
In order to assess test-retest reliability, nine adults with learning disabilities completed 
the semi-structured interview (Smith & McCarthy, 1996) again after approximately 
ten weeks.
Ethical procedures
Anonymity of participants was maintained by allocating an identification number to 
each participant at the beginning of the data collection. Informed consent was sought 
using a symbolised information sheet, as well as through informal discussion of the
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research prior to recruitment. Confidentiality of clients and carers was also addressed 
during these discussions.
Permission was sought from Day and Residential Services to administer measures on 
site. Permission from clients was sought to make audio recordings of interviews, as in 
the original study by Smith & McCarthy (1996). In case of emotional distress during 
administration of the interview or other measures, the researcher was available for a 
set period following the administration of measures. Consent to share any concerns 
regarding risk to clients or carers with appropriate individuals was gained at the outset 
and highlighted on the Information sheet. It was made clear to all those contacted that 
they were able to withdraw their consent to participate at any time, without 
consequence.
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Results
Overview
Data exploration began with an examination of descriptive statistics. Scores on each 
of the four measures were then checked for assumptions of normality. Next, a one 
sample t-test was carried out, to examine the difference between mean scores on the 
semi-structured interview from participants in the current study and the sample in the 
original paper (Smith & McCarthy, 1996).
Using responses obtained in the current group of participants, correlational analyses 
were then carried out between:
(i) semi-structured interview scores and self esteem questionnaire total scores
(ii) semi-structured interview scores and interpersonal relationship raw scores
(iii) semi-structured interview scores and intellectual functioning raw scores
(iv) participant scores (time one) and keyworker scores on the semi-structured 
interview
(v) participant scores (time one) and participant scores (time two) on the semi­
structured interview
(vi) semi-structured interview scores and age of separation
The frequency of each type of response to items on the semi-structured interview was 
examined next. Responses from participants in the current study were compared with 
those reported in the original paper (Smith & McCarthy, 1996).
Finally, additional qualitative information was explored, revealing a broad repertoire 
of coping behaviours reported by the current group of participants.
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Descriptive Statistics
Table 1 gives the mean, standard deviation and range of scores on each of the 
measures in the current study. Two responses to the Raven’s Progressive Matrices 
were not collected. One participant was unable to complete this task due to visual 
impairment. The other missing data set was a result of the researcher terminating the 
interview.
Table 1. Mean and standard deviation of measures
Measure Mean score Standard deviation Range
Attachment (1996) 1.32 (n=31) 1.14 0 -3
Attachment (11 ) 2.30 (n=20) 1.42 0 -4
Attachment (T2) 2.33 (n=9) 1.23 1 -4
Attachment (K) 1.55 (n=20) 0.95 0 -3
SEQ 20.25 (n=20) 6.7 8-32
RPM 13.72 (n=18) 3.01 9-19
IPR 39.75 (n=20) 5.43 27-48
KEY: Attachment = Semi-structured interview relating to attachment
1996 = Scores reported by Smith & McCarthy (1996)
T1 = Participant score at time one
T2 = Participant score at time two
K = Keyworker score
SEQ = Self Esteem Questionnaire
RPM = Raven’s Progressive Matrices
IPR = Interpersonal relationships score (from keyworker responses)
Assumptions of normalitv
Participant responses to the semi-structured interview at time one (Attachment T l) 
and time two (Attachment T2), along with responses to the SEQ and RPM were 
examined. Keyworker responses to the semi-structured interview (Attachment K) and 
VABS Interpersonal relationships items (IPR) were also scrutinised. Scores were not 
normally distributed, as shown in Appendix DC.
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Statistical Analyses
Non-parametric statistics were used because the sample size was smaller than 
anticipated and the data were not normally distributed. Table 2 gives a brief summary 
of the findings.
Table 2. Summary of statistical analyses
Relationship tested Tool Significance value or 
Correlation coefficient
Comment
Between groups t-test p = 0.075 Not significant
Attachment + SEQ Spearman’s rs= .233 Not significant
Attachment + IPR Spearman’s rs = .335 Not significant
Attachment + RPM Spearman’s rs=-.092 Not significant
Attachment T1+K Spearman’s rs = -.284 Not significant
Attachment T1+T2 Spearman’s rs= .478 Not significant
1. Between group differences on semi-structured interview
The discrepancy between semi-structured interview responses from participants in the 
current study and the group interviewed by Smith & McCarthy (1996) was 
investigated using a one sample t-test. The mean score (2.30, n = 20) was higher in the 
current sample than the original mean (1.32, n = 31) reported by Smith & McCarthy 
(1996). This was true even when responses to item 2 (strategies for anger) had been 
removed in the current data set (as this item had not been administered in the original 
paper: Smith & McCarthy, 1996). This adjustment yielded a mean score of 1.75 (n = 
20) in the current sample. However, no significant difference (p = 0.075) was found 
between the two group means, even after this amendment.
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2. Relationship between attachment and self esteem
The relationship between Attachment (Tl) and SEQ was investigated using the 
Spearman’s rank order test for correlation. A one tailed test was employed, as the 
relationship was expected to be positive. The result was not significant in this case (rg 
= .233, ns).
3. Relationship between attachment and interpersonal relationships measure
The relationship between Attachment (Tl) and IPR was also investigated using a one 
tailed Spearman’s rank order test for correlation. Again, the result was not found to be 
significant (rg= .335, ns).
4. Relationship between attachment and intellectual functioning
The relationship between Attachment (Tl) and RPM was investigated using a two 
tailed Spearman’s rank order test for correlation. This result was not significant, 
although there was a trend towards a negative relationship (rg = -.092, ns).
5. Relationship between participant and keyworker measures of attachment
The relationship between Attachment (Tl) and Attachment (K) was investigated using 
a one tailed Spearman’s rank order test for correlation. This result was not significant, 
although again an unexpected negative trend was detected (rg = -0.284, ns).
6. Relationship between attachment security at time one and time two
The relationship between Attachment (Tl) and Attachment (T2) was investigated 
using a one tailed Spearman’s rank order test for correlation. Missing values were 
excluded pairwise (n=9). This result was not significant, although a trend towards a 
positive relationship was as expected (rg= 0.478, ns).
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1. Relationship between attachment and age of separation
The relationship between Attachment (Tl) and age of separation was investigated 
using a one-tailed Spearman’s rank order test for correlation. Missing values were 
excluded pairwise (n=15). The result was not significant in this case (rg = -.144, ns).
Frequency of responses
The number of each type of response to items on the semi-structured interview is 
shown in Table 3. Over half the respondents in the current study reported that they 
would “tell someone” how they were feeling when upset, compared to less than half in 
the participants interviewed by Smith & McCarthy (1996). If responses to item 2 
(strategies for anger) are removed for the current sample, the rate of “tell someone” 
responses rises to 58.3% (n=35). Less than 3% of participants in the current sample 
denied experiencing the affect, compared to over 9% in the Smith & McCarthy (1996) 
study. In addition, the degree to which participants were willing to admit displaying 
uncontrolled behaviour was almost ten times greater in the current study.
Table 3. Type of response to semi-structured interview
Type of response Current sample Smith & McCarthy sample
% n % n
Keep to self
36.25 29 41.4 36
Tell someone
57.5 46 43.7 38
Uncontained behaviour
10 8 1.1 1
Denial of emotion
2.5 2 9.2 8
46
Major Research Project
Qualitative information
In addition to the narrow bands of behaviour inquired about, participants volunteered 
information about other coping strategies that they used to manage strong emotions. 
For example, in response to item 1 (“What do you do when you feel worried?”), two 
interviewees stated that they go for a walk to calm down. One individual listed a 
number of alternative contained behaviours, such as lying down, listening to music 
and getting some fresh air. In response to item 4 (“What do you do when you feel 
scared or frightened?”), a common response was to leave the situation.
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Discussion
Summary of findings
It was expected that the mean score on the semi-structured interview would be lower 
in the current group, who experienced separation from their families, than the group 
interviewed by Smith & McCarthy (1996), who had continued to reside with their 
families. Surprisingly, the mean score was higher in the current sample. This was true 
even when responses to item 2 (strategies for anger) had been removed in the current 
data set, since this item had not been administered in the study by Smith & McCarthy 
(1996). However, even after this adjustment had been made, no significant difference 
was found between the two group means. It was also predicted that the younger the 
participant when separated from family of origin, the less secure their adult 
attachment. No significant relationship was found between age of separation and 
subsequent security of attachment in adulthood.
Within the current group of participants, it was hypothesised that scores on the semi­
structured interview would correlate positively with measures of both self-esteem and 
interpersonal relationships. Although the direction of each trend was positive, the 
results were not significant in either case. Thus, no evidence of convergent validity 
was provided for the attachment measure. Scores on the interview were not expected 
to be associated with general intelligence. This assessment of discriminant validity 
was confirmed by a lack of significant correlation between attachment and intellectual 
functioning, although an unexpected negative trend was detected between these two 
variables.
Responses from people with learning disabilities were expected to correlate with 
keyworker responses to the semi-structured interview. This association was not 
evident, suggesting poor inter-rater reliability of the attachment measure. Mean 
keyworker ratings of attachment (i.e. secure base behaviour) were lower than the 
participant ratings, resulting in the detection of an unexpected negative trend. It was 
hypothesised that participant responses at time one and time two would correlate 
positively. The relationship between scores at these time points was not significant.
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Theoretical Implications
Support for existing evidence 
1. Discriminant validity
The discriminant validity of the attachment measure was replicated. This was 
consistent with the original paper by Smith & McCarthy (1996), as well as the 
literature reported by Thompson (1999). The positive aspect of this finding is that for 
any child bom with intellectual impairment, secure attachment can still act as a 
protective factor for psychosocial development, as asserted by Sroufe (1983, in 
Thompson, 1999).
Challenges to existing evidence
1. Mean attachment score
The mean attachment score was higher in the current study than in the original paper 
(Smith & McCarthy, 1996). This was contrary to expectations, since children with 
learning disabilities who were separated from their families at an early age were 
thought to be adversely affected by the mpture in their primary attachment 
relationships (Janssen et al., 2002).
The current findings provided more support for the idea proposed by Deacon (1974, in 
Gates, 2003), that residential services afford opportunities for people with learning 
disabilities to develop enduring relationships, with other service users or with 
members of staff. In addition, van Ijzendoom (1995) proposed that health care 
professionals and paid carers could provide a secure base, fostering psychosocial 
development for people with learning disabilities.
Nevertheless, the higher mean attachment score in the current sample was not 
significantly different from the mean score in the group studied by Smith & McCarthy 
(1996). This could be taken as an indication that adjustments to the scoring procedure
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are unnecessary, whether the semi-structured interview is administered with 
individuals residing with families or living away from home in adulthood.
2. Age of separation
The finding that no significant relationship existed between age of separation and 
subsequent attachment security challenged assertions that longer separations from 
parents lead to increased levels of disturbance (Bowlby et al., 1952). The current 
results are inconsistent with the early concept of a critical period described by 
ethologists. Experiences that occurred within a “definite, brief critical period early in 
life” (Sluckin, 1970, p. 116) were seen as being influential in the later development of 
psychosocial behaviours. However, this factor had no influence on the participants in 
this paper. In addition, difficulties in bonding after early separation predicted by 
Peterson & Mehl (1978, in Bowlby, 1988b) were not evident.
Rutter & O’Connor (1999) state that the concept of a critical period became less 
prominent in attachment theory over time. Marvin & Britner (1999) cite research into 
the outcomes of adopted orphaned Eastern European infant, where children were 
deemed able to form attachments after their first birthday. This would certainly seem 
true of participants in the current sample, regardless of when they lost their family. 
However, the type of attachment in the orphans studied was found to be likely to be 
significantly less adaptive (Chisholm, Carter, Ames & Morison, 1995; Goldberg et al., 
1996: both in Marvin & Britner, 1999). Again, this contradicts the results in the 
current study, where secure attachment appeared more likely in those adults who had 
experienced early childhood separation.
3. Convergent validity
Self esteem appeared to be independent of attachment security in the current study. 
Self-esteem has been connected with attachment security in adults within the general 
population by various researchers (Collins & Read, 1990; Hazan & Shaver, 1990; 
DiTommaso et al., 2003). However, in the population of people with learning
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disabilities, higher self esteem has been associated with empowerment and facilitation 
of independent living (MIND, 2004), rather than attachment.
People with learning disabilities residing with their families may have had limited 
opportunities to acquire interpersonal coping strategies, due to their sheltered 
upbringing (Lindsay et al., 1997). Conversely, the current group of participants may 
have enjoyed greater independence as a result of living apart from their families. 
Positive effects of deinstitutionalisation are also thought to include increased freedom 
and greater choice (Forrester-Jones, Carpenter, Cambridge, Tate, Hallam, Knapp & 
Beecham, 2002). Thus, the participants in the current study may have experienced 
increased independence, which in turn could have contributed to raised self-esteem. It 
would be useful to investigate this possible relationship in the future, within the 
specified group of people with learning disabilities who experienced early separation 
from their families.
No evidence of a relationship between attachment security and pro-social 
interpersonal behaviour was detected in the current study. This undermines the 
proposal of an association between these two constructs put forward by van 
Ijzendoom & Sagi (1999, in Holmes, 2001). It may be that attachment and 
interpersonal behaviour is genuinely unrelated in people with learning disabilities who 
experienced early separation. This is unlikely, given the literature pertaining to an 
association between these constmcts in the general population and the participants 
with learning disabilities interviewed by Smith & McCarthy (1996).
Another consideration is that the current study utilised staff report rather than gauging 
the interpersonal behaviour of individuals with learning disabilities first hand. 
Keyworkers might have had a limited view of the participants’ interpersonal 
relationships, given their employment within residential settings only. In addition, it is 
likely that keyworkers were viewed as confidants or people to assist with problems, 
meaning that a biased representation of mainly interpersonal difficulties was shared by 
the people with learning disabilities, rather than reporting interpersonal successes.
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4. Inter-rater reliability
Inter-rater reliability of the semi-structured interview was not demonstrated in the 
current study. Keyworkers reported less confiding behaviour than the participants 
themselves. One possible reason may be that individuals with learning disabilities 
exercised a tendency to give socially desirable answers (Finlay & Lyons, 2001). 
However, this was not supported by the types of responses to interview items, which 
included open admissions of uncontained behaviour, particularly in response to item 2 
(“What do you do when you feel angry?”). In the general adult population, 
Bakermans-Kranenburg & van Ijzendoom (1993) found that AAI classifications were 
not related to social desirability. Hence, this phenomenon seems to have little 
empirical support in the measurement of attachment.
A further consideration is the retrospective nature of the questions posed in the 
interview. A recent example of each scenario was asked for, but ability to recall 
specific situations may have been impaired in the participants with learning 
disabilities (Atkinson, 1988).
It is possible that keyworkers in the current study had a more realistic view of 
participants’ behaviour when upset. However, individuals with learning disabilities 
reported engaging in several self-soothing behaviours, not included in the scoring 
system for the semi-stmctured interview. Performance of self-soothing strategies 
could be an example of emotion regulation being achieved by the activation of 
intemal representations of a secure base (Holmes, 2001). Froese, Richardson, Romer 
& Swank (1999) reported discrepancies between reports of people with teaming 
disabilities and significant people without disabilities in their lives. Consistent with 
current findings, they asserted that the significant others tended to hold limited 
perceptions of the capacity of the relevant individuals with teaming disabilities.
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5. Test-retest reliability
The current study provided no evidence of test-retest reliability for the interview. As 
attachment security in adults is expected to be consistent over time (Thompson, 2000), 
the finding in the current study is not consistent with research conducted in the general 
population, or with predictions by Smith & McCarthy (1996) that stability of 
attachment would also be evident in adults with learning disabilities. It also 
contravenes Holmes’ (2001) ‘continuity hypothesis’, relating to findings that 
attachment patterns remain relatively stable across the lifespan.
Lack of consistency in attachment over time could suggest that secure base behaviour 
is a state dependent concept, with environmental factors also being influential. 
Participants may have been reflecting on their most recent experiences of negative 
emotions each time they responded to the interview. This could have lead to varied 
responses in terms of availability of a confidant, acquisition of or encouragement to 
try new coping strategies or the natural selection of a different response fi*om their 
behavioural repertoire. Social desirability must also be considered, in that participants 
may have assumed a different response was required, given that the same questions 
were asked on them on two occasions. However, this would require good memory 
functioning, which is unlikely within the current group.
Clinical Implications
A number of recommendations can be made for clinicians working with people with 
learning disabilities. Firstly, it must be borne in mind that although attachment theory 
has had far reaching effects on children and adults in the general population, little is 
known about this concept in the population of people, particularly adults, with 
learning disabilities. Currently, no standardised measure of attachment exists for this 
client group. Neither have treatment protocols been developed. Since the current 
findings do not demonstrate adequate psychometric properties of the semi-structured 
interview, informal assessment of attachment may be necessary, including direct 
observation and interview, information from other sources such as carers and case 
notes and the behaviour of the client within the therapeutic relationship.
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Clinicians must be aware that we may be one more in a long line of well meaning, but 
transient professionals. There is a possibility that the clinician will take on the role of 
attachment figure, which will need to be sensitively addressed, particularly towards 
the end of a time-limited therapy. The power differential must be acknowledged, in 
that clients are disadvantaged in making decisions about the onset, frequency or 
termination of contact. For Clinical Psychologists in particular, the nature of the work 
depends on establishing rapport, trust and a collaborative relationship. This could be 
perceived as sending mixed messages to the client, in that professional boundaries 
must also be maintained.
Attachment issues should be considered at the assessment and formulation stage, for 
example if a referral of a client with suspected mood disorder is made following the 
resignation of a keyworker. Reflecting on the concept of ‘Protest’ when an attachment 
figure is lost in early life, protest may continue to occur in adults with learning 
disabilities, depending on their stage of cognitive, social and psychological 
development. Within this client group, an angry adult may not be perceived as 
someone who has suffered a significant loss and can therefore be labelled as 
‘challenging’.
Themes may become apparent in the client’s life history, including being 
institutionalised at an early age, then moving to a community staffed home with 
strangers in adulthood, where staff turnover is high. These experiences may all have 
been beyond the control of the individual with learning disabilities. In terms of 
therapeutic outcome, it is encouraging to note that genetics, subsequent life 
experiences and present circumstances all have a part to play in the formation of adult 
relationships. Bowlby (1980) also noted that intemal working models can be modified 
as the attachment process continues across lifespan.
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Strengths and Limitations of study
The Sample
The sample size did not allow for parametric statistics to be used. Interviewing more 
participants may have revealed statistically significant results, or allowed greater 
certainty in concluding that true relationships between variables did not exist for the 
selected sample. Although a power analysis was performed at the outset, the resulting 
sample size (42 for large effect size, according to convention) was greater than that 
used by Smith & McCarthy (1996). Since these authors reported significant findings 
with just thirty-one participants, an attempt was made to recruit thirty-one adults with 
learning disabilities in the current study. Unfortunately, this was not possible within 
the time allotted. However, more data was collected in the current study than by Smith 
& McCarthy (1996), in that keyworkers were interviewed, bringing the total data set 
to forty.
The ratio of male to female participants was a fairly even split, which was seen as a 
representative aspect of the sample. The individual participants formed a 
heterogeneous group, in that the range of current ages and the range of ages at 
separation were both wide. It would therefore be difficult to replicate this 
characteristic of the sample. In addition, each participant came from a single ethnic 
group, limiting the extent to which the results could be generalised to individuals from 
diverse cultural backgrounds. Finally, it was not possible to match participants to 
those in the Smith & McCarthy (1996) sample, on any of the demographic variables. 
This was due to the fact that comprehensive demographic data was not reported for 
individuals in the original article (Smith & McCarthy, 1996).
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The measures
1. Semi-structured interview relating to attachment
The semi-structured interview (Smith & McCarthy, 1996) assesses the reactions of 
interviewees to stressM situations. Kemp & Neimeyer (1999) provide a rationale for 
this line of enquiry, stating “In adulthood, as in infancy, people are expected to seek 
out particular others for support and comfort primarily in times of stress.” They go on 
to hypothesise that stressful experiences activate intemal working models. The 
individual then responds in characteristic ways, according to the organisation of these 
intemal representations. Specifically, securely attached individuals were expected to 
seek social support more often. This was operationalised in terms of talking to 
somebody about feelings. This equated directly to the item content and attachment 
classification strategy devised for the semi-stmctured interview (Smith & McCarthy, 
1996).
However, the measure being assessed only addresses one of six attachment domains 
identified by Holmes (2001): the secure base. Issues of exploration, protest, 
assertiveness; loss, intemal working models and reflective capacity remain 
unexplored, leaving large omissions in the amount and quality of attachment data 
available for adults with teaming disabilities.
Finlay & Lyons (2001) note that language and cognitive skills will vary widely in any 
group of people with teaming disabilities. In addition, their life experiences are likely 
to be diverse. Therefore, it may be unreasonable to assume that any specific 
instmment will be applicable to the whole population. For example, the current 
assessment measure, validated for people with functional expressive skills by Smith & 
McCarthy (1996) may be inappropriate for those with more severe language 
impairment.
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2. Self esteem questionnaire
The Self-esteem questionnaire (Szivos-Bach, 1993) is praised by Finlay & Lyons 
(2001) for using affirmative forms of statements, rather than negatively worded items. 
However, research participants with learning disabilities have difficulties responding 
to items that involve judging amounts of time, Frequency or severity (Finlay & Lyons, 
2001). This calls into question the use of the Likert-type scale used to assess degree of 
competency in the Self-esteem questionnaire (Szivos-Bach, 1993). As recommended, 
a visual aid was used to allow for more concrete responses. However, the utility of 
such non-verbal material has not been established in the field (Finlay & Lyons, 2001).
3. Raven’s Progressive Matrices
For many participants, there was evidence of perseveration in their responses to the 
Raven’s Progressive Matrices. Several individuals displayed a preference for choosing 
the options on the far right hand side of the page. This lead to questions about the 
degree of correct answers due to ‘chance’. A more in depth analysis of the relationship 
between perseveration on this measure of intellectual functioning and responses to the 
other materials was beyond the scope of this study.
4. Vineland Adaptive Behaviour Scales
Assessment tools designed to evaluate interpersonal relationships and reactions to 
others may pose difficulties for people with learning disabilities (Matson et al., 1984, 
in Finlay & Lyons, 2001). In the current study, data pertaining to interpersonal 
relationships was gathered from interviews with keyworkers, rather than the 
participants with learning disabilities themselves. This may have alleviated some of 
the problems highlighted by Finlay & Lyons (2001). However, given that inter-rater 
reliability was poor for the attachment measure, keyworkers may have also viewed 
interpersonal fimctioning in very different ways, compared to the individuals with 
learning disabilities. An instrument with which to assess social functioning in adults 
with learning disabilities directly may therefore have yielded different results, 
allowing replication of convergent validity for the semi-structured interview.
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In the original study by Smith & McCarthy (1996), a measure of functional 
independence was employed to investigate convergent validity. However, the 
relationship between attachment and interpersonal relationships was the chosen focus 
in the current study. Employment of the assessment of functional independence might 
have been a more appropriate choice, given the lack of significant findings reported 
here.
The methodologv
Atkinson (1988) described a number of important considerations when conducting 
research, particularly within the population of people with learning disabilities. 
Firstly, closed questions are associated with greater acquiescence and over-reporting 
of target behaviours. Closed questions were a feature of both self-report measures 
completed with adults with learning disabilities in the current study. However, 
McCarthy (1998) asserts that structure facilitates conversation with individuals who 
are less articulate. Booth & Booth (1994) have also questioned the use of open-ended 
questions with people with learning disabilities, as these individuals tend to provide 
short responses anyway.
Atkinson (1988) recommends informal assessment of potential participants’ 
communication skills prior to commencing research. This was conducted in the 
current study by way of group discussions with those individuals identified as meeting 
the inclusion criteria by staff members. Meeting in a group was seen as having several 
advantages by Atkinson (1988). Firstly, an open forum allowed for alleviation of 
anxiety and provision of reassurance about the purpose of the research. Group 
members could also assist each other in expressing themselves. In addition, addressing 
common areas of concern was a way of saving time, a familiar constraint in the 
research process. Conducting interviews in participants’ homes was also advocated by 
Atkinson (1988) and adhered to in the present research. This was thought to provide 
comfort and reduce anxiety through familiarity with the environment.
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In the current paper, the order of data collection was constant, including the fact that 
participants with learning disabilities were interviewed prior to the separate meetings 
with keyworkers. This may have reduced the likelihood of researcher bias when 
gathering information from individuals with learning disabilities (Atkinson, 1988). 
However, the knowledge provided by staff members may have been beneficial during 
the participant interviews, in that the researcher would have been alert to significant 
events and behaviours mentioned by the adults with learning disabilities.
Ethical issues
lacono & Murray (2003) drew attention to suggested criteria for ensuring informed 
consent when individuals with learning disabilities are invited to participate in 
research. The first of these is providing a clear explanation of potential benefits to the 
participant and other individuals. This was attempted in the current study by the 
provision of symbolised and written information sheets, as well as informal meetings 
with groups of potential participants, accompanied by members of staff. This was felt 
to be the least threatening way to share details of the proposed research and allowed 
for some initial rapport building.
It could be argued that this study was not reflective of current philosophy in that it 
involved neither emancipatory nor participatory methodologies were employed 
(Chappell, 2000). The former has been described by Chappell (2000) as including 
opportunities for disabled people to actively conduct research and for non-disabled 
researchers to be accountable to democratic organisations of people with disabilities. 
The latter requires a more fundamental shift at the design stage, in that research aims 
are identified by people with disabilities, who are then involved in the collection, 
analysis and dissemination of data (Chappell, 2000).
Since organisations that fund research are indicating more interest in participatory 
methods (Priestley, 1999, in Chappell, 2000), this approach may become the design of 
choice for studies about the lives of people with learning disabilities. Adopting a 
different methodology in the current study would perhaps have undermined the 
psychometric assessment of the semi-structured interview as an attachment measure
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for people with learning disabilities who had experienced early separation.
Future directions
Attachment narratives
Since a lack of correlation between attachment security and intellectual functioning 
has been repeatedly demonstrated, it may be possible to amend existing attachment 
measures, wider in scope and utilised in the general population, for application with 
adults with learning disabilities. Attention would need to be paid to the language used, 
the requirements for memory and issues of social desirability. However, Medved & 
Brockmeier (2004) demonstrate the value of including autobiographical data shared 
by people with learning disabilities in the evidence base.
Smith & McCarthy (1996) noted a steady increase in the use of self-report measures 
for people with learning disabilities. Atkinson & Walmsley (1999) see 
autobiographical approaches as having great promise for self-representation. They 
also pay heed to the accumulating evidence indicating that people with learning 
disabilities are able to express themselves and reflect on their life histories.
Therefore, it may be possible to invite adults with learning disabilities to reflect on 
their experience of childhood, the care and attention they received and the nature of 
their current relationships. Case notes or ‘Life books’ devised with familiar staff could 
perhaps be used to prompt discussion of particular events, if  the participant was 
unable to recall specific incidents. Interview transcripts could then be analysed to 
evaluate descriptions of childhood experience as well as current state of mind with 
regard to attachment, in a similar manner to the AAI (George et al., 1985). Medved & 
Brockmeier (2004) successfully employed such a technique when interviewing a girl 
with learning disabilities, revealing logical narratives based on organised intemal 
representations of autobiographical data.
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Alternative methods of assessment
In the design of a new attachment assessment interview specifically for people with 
learning disabilities, attention would need to be paid to recommendations made by 
Finlay & Lyons (2001). These authors state that a questionnaire should employ the 
minimum number of words, with the most simple phrasing possible. In addition, they 
recommend avoiding asking respondents with learning disabilities to make 
comparisons and judgements of frequency or amount. They encourage researchers not 
to seek interviewees’ perceptions of the views of third parties.
General guidelines for questionnaire development have also been devised by Haynes, 
Richard & Kubany (1995). They advocate a step-by-step approach, beginning with a 
definition of the domain and facets to be investigated. Content validation of the 
elements should follow, before items are generated based on the outcome of 
population and expert sampling. Content validity can then be judged by multiple 
raters. The final balance of items should reflect the relative importance of different 
facets according to experts in the filed and previous empirical literature.
Alternatively, amended forms of existing measures used in the general population may 
prove suitable for adults with learning disabilities. For example, an observation 
procedure could be devised, where the participants’ secure base behaviour could be 
recorded directly, by staff at residential and day service settings. This would have the 
added advantage of making explicit the setting conditions and antecedents to the 
specific coping strategy selected from the individual’s behavioural repertoire in times 
of stress.
Symbolic representation could be used as a basis for the development of a different 
form of assessment. Participants with learning disabilities could be asked to respond 
to pictured situations or scenarios being role played on video that are relevant to 
attachment. This may prove to be a more ethical method of evaluation, since the actual 
experience of negative emotional states would not be invoked in the participants.
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Qualitative methodologv
People with learning disabilities are in the strongest and most valid position to report 
on their social environment, their perceptions of it and their feelings about it 
(Atkinson, 1988). Intellectual impairment may hinder this process, but Atkinson 
(1988) has framed this difficulty as a challenge for researchers. Conducting qualitative 
research in the most effective way might involve investing much more time in 
building rapport with interviewees, over a series of less formal contacts. However, 
such an approach is beyond the scope of projects with “limited resources or restricted 
timetables” (Atkinson, 1988, p.77).
Nevertheless, the participatory methodology described above may begin to dictate 
principles of research within the population of people with learning disabilities 
Such research would necessarily mean a move towards seeking the ideographical 
opinions of people with learning disabilities, in order to facilitate their decision­
making about research aims and hypotheses. Although the current study was not based 
around a qualitative methodology, analysis of the responses spontaneously offered by 
participants, or the process data about the study, could offer opportunities for gaining 
more insight into the psychosocial lives of adults with learning disabilities.
In addition, this section of the population may find that opportunities to generate 
research ideas, collect and analyse data and disseminate results afford them many 
social benefits. Such activity is likely to raise their self-esteem and may facilitate 
improvement in their interpersonal and communication skills.
Feedback
In order to disseminate the results, a summary of results from the current study will be 
sent to each participant in symbolised form. A written summary will also be provided, 
for participants to share with their keyworker, family members or significant others. 
Participants will be able to contact the researcher by telephone to discuss the outcome 
further if required, either individually or in groups. Summaries of the results will be 
provided for the relevant Research & Development and Ethics Committees.
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Conclusion
The semi-structured interview relating to attachment (Smith & McCarthy, 1996) 
requires more rigorous investigation before being applied as a routine measure of 
attachment in the wider population of people with learning disabilities. Robust 
psychometric properties demonstrated by Smith & McCarthy (1996) have not been 
strongly replicated in this study, with a group of adults separated from their families in 
early life.
Reflecting on the outcomes in the current paper, it is encouraging to find that people 
with learning disabilities who experienced separation from their primary attachment 
figures may still attain secure attachment relationships in later life. In addition, the 
value of interviewing people with learning disabilities directly is supported by two 
observations. Firstly, the current participants’ honesty in disclosing instances of 
uncontained behaviour minimised concerns about social desirability of responses. 
Secondly, participants were aware of and could articulate a range of appropriate 
coping strategies for various negative emotions. The emerging methodology of using 
self-report measures with people with learning disabilities is likely to be shaped by the 
rise of participatory methodologies. Participatory research gives prominence to the 
formerly “lost voices” (Atkinson & Walmsley, 1999) of this section of the population.
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Appendix I 
Semi-structured interview
These are questions about what you do when you are upset. Tell me whether you tell 
someone about your feelings, keep them to yourself, or do something else like hit out.
1. What do you do when you feel worried?
[Give me an example -  can you remember the last time it happened?]
a) Keep your feelings to yourself?
b) Tell someone about your feelings?
Who do you tell?
mum/dad keyworker friend boy/girlfriend sibling aunt/cousin other
Why do you tell them?
c) Do something like hit out, throw things or scream and shout?
2. What do you do when you feel angry?
[Give me an example -  can you remember the last time it happened?]
a) Keep your feelings to yourself?
b) Tell someone about your feelings?
Who do you tell?
mum/dad keyworker friend boy/girlfriend sibling aunt/cousin other
Why do you tell them?
c) Do something like hit out, throw things or scream and shout? Cont./
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3. What do you do when you feel down and miserable?
[Give me an example -  can you remember the last time it happened?]
a) Keep your feelings to yourself?
b) Tell someone about your feelings?
Who do you tell?
mum/dad keyworker friend boy/girlfriend sibling aunt/cousin other
Why do you tell them?
c) Do something like hit out, throw things or scream and shout?
4. What do yon do when yon feel scared or frightened?
[Give me an example -  can you remember the last time it happened?]
a) Keep your feelings to yourself?
b) Tell someone about your feelings?
Who do you tell?
mum/dad keyworker friend boy/girlffiend sibling aunt/cousin other
Why do you tell them?
c) Do something like hit out, throw things or scream and shout?
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Appendix II 
Self-esteem questionnaire and visual aid
These glasses are to help you pick your answer. This glass has a little drink in it (a 
little), this glass has more drink in it (in between), this glass has a lot of drink in it (a 
lot).
I am going to ask you some questions about the things you’re good at or not so good 
at. Use the scale (and glasses) to show me if you are just a bit good at things ( a little), 
quite good (in between) or very good ( a lot).
1. Do you have good ideas? yes/no 0 1 2  3
2. Do you get nervous? yes/no 0 1 2  3
3. Are you good at making friends? yes/no 0 1 2  3
4. Do people forget you are there? yes/no 0 1 2  3
5. Do you get on with girls (ladies)/boys (men)? yes/no 0 1 2  3
6. Are you lonely? yes/no 0 1 2  3
7. Do you have fun with friends? yes/no 0 1 2  3
8. Do you get picked on? yes/no 0 1 2  3
9. Do you look nice? yes/no 0 1 2  3
10. Do you cause trouble? yes/no 0 1 2  3
11. Would you do something you were asked? yes/no 0 1 2  3
(e.g. by a member of staff)
12. Are you lazy? yes/no 0 1 2  3
13. Are you helpful to others? yes/no 0 1 2  3
14. Do you tell lies? yes/no 0 1 2  3
15. Are you happy? yes/no 0 1 2  3
Cont./
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16. Are you unkind to others?
17. Are you good at work?
18. Do you give up easily?
19. Are you good at making things 
with your hands?
20. Are you slow at work?
21. Are you good at sport?
22. Do you make a mess of things?
23. Can you speak well in front of others
24. Do you forget things?
yes/no
Major Research Project
0 1 2  3
yes/no 0 1 2 3
yes/no 0 1 2 3
yes/no 0 1 2 3
yes/no 0 1 2 3
yes/no 0 1 2 3
yes/no 0 1 2 3
yes/no 0 1 2 3
yes/no 0 1 2 3
Total Pos. = 
Total Neg. = 
TOTAL =
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Appendix III 
Vineland Adaptive Behaviour Scales: 
Psychometric Properties 
Interpersonal Relationships Items and Scoring
Psychometric properties of the Socialization Domain, taken from VABS Manual 
(Sparrow et al., 1984):
In adults with learning disabilities placed in residential services, the split half 
reliability coefficient for the Socialization Domain was .98. For the Interpersonal 
Relationships sub-domain, the equivalent coefficient was .97. Test-retest reliability 
coefficients for the standardisation sample ranged from .76 to .88 in the Socialization 
Domain. The inter-rater reliability coefficient for the Socialization Domain was .62 in 
the standardisation sample.
Interpersonal Relationships items: Socialization Domain
1. Looks at face of caregiver.
2. Responds to voice of caregiver or another person.
3. Distinguishes caregiver from others
4. Expresses two or more recognisable emotions such as pleasure, sadness, fear, or 
distress.
5. Shows anticipation of being picked up by caregiver.
6. Shows affection toward familiar people.
7. Reaches for familiar person.
8. Imitates simple adult movements, such as clapping hands or waving good-bye, in 
response to a model.
9. Laughs or smiles appropriately in response to positive statements.
10. Addresses at least two familiar people by name.
11. Shows desire to please caregiver.
12. Imitates a relatively complex task several hours after it was performed by another.
13. Imitates adult phrases heard on previous occasions.
14. Shows a preference for some friends over others.
15. Labels happiness, sadness, fear, and anger in self.
16. Identifies people by characteristics other than name, when asked.
17. Has a preferred fiiend of either sex.
18. Responds verbally and positively to good fortune of others.
19. Has a group of friends.
20. Has a best friend of the same sex.
Cont./
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21. Makes or buys small gifts for caregiver or family member on major holidays, on 
own initiative.
22. Remembers birthdays or anniversaries of immediate family members and special 
friends.
23. Initiates conversations on topics of particular interest to others
24. Responds to hints or indirect cues in conversation.
25. Belongs to older adolescent organised club, interest group, or social or service 
organisation.
26. Goes with one person of opposite sex to party or public event where many people 
are present.
27. Goes on double or triple dates.
28. Goes on single dates.
ITEM SCORES: 2 = Yes, usually
1= Sometimes or partially
0 = No, never
N = No opportunity
DK = Don’t know
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Appendix IV
Raven’s Progressive Matrices: 
Example of item
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Test beguiu
Example of scoring sheet
PROGRESSIVE MATRICES
--------------- Test ended.
A B C D E
1 1 1 1 1
2 2 2 2 2
3 3 3 8
A 4 4 4 4
5 5 5 5 5
6 6 6 6 6
7 7 7 7 7
8 8 8 8 8
9 0 9 9 9
10 10 10 10 10
n 11 11 11 11
12 12 12 12 12
Time Total Grade
Notés ::
Tested by.
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Appendix V 
Letters of approval
South West London Strategic Health Author:t}' 
Kingston and Richmond 
Local Research Ethics Committee
CJC/JM
15“’ Septem ber 2003 Kingston Hospital NHS Trust
Galsworthy Road 
Kingston on Thames 
Vicky Laute Surrey
33 Homefarm Road KT2 7QB
Hanwell 02089342738
London 
W 71NR
Dear Ms Laute
Re; An investigation  o f  the reliability and validity o f  a sem i-structured Interview  
relating to  attachm ent in adu lts with learning d isab ilities -  LREC 54.03.02
Thank you for attending our Local Research Ethics Committee on W ednesday 16"' July 
2003 to present your study.
The committee approved your study on the proviso that your amended the information 
sh eets which will be given to potential participants. T hese were received with your letter 
dated the 8"" August 2003 and the Chairman, Mr C J Cahill, on behalf of the Committee, 
is happy to grant Local Research Ethics Committee approval for your study to take 
place.
P lease could you ensure that you forward to us any protocol amendments that may be  
issued during the study and that on completion you send us a final report. W e would 
also like to advise you that through the duration of the study w e may write to you and 
ask for a progress report and w e would appreciate your response to this.
Yours sincerely
Mr C J  Cahill
Chairman, K ingston and Richm ond LREC
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Unis
Ethics Committee
29 October 2003
Ms Vicky Laute 
Trainee Clinical Psychologist 
Department of Psychology 
School of Human Sciences
Dear Ms Lauté
An Investigation of the reliability and validity of a seml-structured interview relating to 
attachment in adults with learning disabilities (EC/2003/119/Psvchi - FAST TRACK
I am writing to inform you that the University Ethics Committee has considered the above 
protocol under its ‘Fast Track’ procedure, and has approved it on the understanding that 
the Ethical Guidelines for Teaching and Research are observed and the following condition 
is met:
• That you complete and return to me the Protocol Cover Sheet, as requested In my letter 
to you dated 23 October 2003.
For your information, and future reference, these Guidelines can be downloaded from the 
Committee’s website at http://www.surrey.ac.uk/Surrey/ACE/.
This letter of approval relates only to the study specified in your research protocol 
(EC/2003/119/Psych) - Fast Track. The Committee should be notified of any changes to 
the proposal, any adverse reactions and if the study is terminated earlier than expected, 
with reasons.
I should be grateful if you would confirm in writing your acceptance of the condition above, 
fonvarding the completed Protocol Cover Sheet for the Committee’s records.
Cont'd
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Date of approval by the Ethics Committee; 29 O ctober 2003
Date of expiry of approval by the Ethics Committee: 28 O ctober 2008
Please inform me when the research has been completed.
Yours sincerely
Catherine Ash bee (Mrs)
Secretary, University Ethics Committee 
Registry
cc: Professor T Desombre, Chairman, Ethics Committee 
Dr N Holmes, Supervisor, Department of Psychology
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Ashford and St. Peter's Hospitals
NHS T rust
Research & Development Office
Reference: 2003VL01
05 November 2003
fvfs Victoria Lauté 
rrainee Clinical Psychologist 
University o f SiuTQf 
Guildford, Surrey
Dear Ms Lauté
St Peter's Hospital
Guildford Road 
Chertsey 
Surrey 
KT160P2
Tel: 0193-272-2371 
Fax: 0193-272-2391
Re: An investigation of the reliability and validity o f a semi-structured Interview relating to
attachment in adults with learning disabilities.
Thank you very much for subnutting your proposal for an R&D review. I am very pleased to inform you 
that R & D  Committee considered your proposal on Tuesday 28 October 2003 and has given flill approval 
subject to LREC approval. However, the Committee suggested that short title should be changed to " Study 
of attachrnem in adults with learning disabilities" and the applicant should try to recruit more subjects for the 
study if possible. The R&D Office would higlily appreciate to receive a final report o f your research work 
and any dissemination(s) from this work.
Best wishes,
Yours sincerely.
Mr. Jeremy T Wright 
R&DWrccior
North West Surrey R&D Consortium 
Consultant Obstetrician & Gynaecologist 
E-Mail: Jercmy.Wright@asph.nIis.uk
83
Major Research Project
Kingston fàVâfei
Primary Care Trust 
Clinical Governance Department 
22 HoUyfleld Road 
Surbiton 
Surrey 
KT5 9AL 
Tel: 020 8339 8068
Research Project Approval Letter
Researcher’s name & title: Vicky Lauté 
Researcher's workplace; University of Surrey
Project title: An investigation of the reliability and validity of a  semi-structured
interview relating to attachment in adults with learning disabilities 
Date: 11*'’ November 2003
Decision:    Tick relevant boxfst
The Kingston Primary Care Trust Clinical Governance Committee has agreed that:
The research may proceed as described.
□
The research may proceed subject to the conditions listed below. I I
The research cannot proceed until ethical approval from 
K&R LREC has been gained (see comments below).
The research may not proceed at present: further clarification is required. 
S ee  comments below.
The research may not proceed: s e e  comments below.
□
□
C onditions/Com m ents
Please remember to keep us informed on an annual basis of progress with the 
project and to send us a copy of the final report. Thank you.
Yours sincerely,
Dr Garble Martin 
Director of Public Health
July 2003
ArCGCApprovalLetter
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North West Surrey Local Research Ethics Committee
Peach Hut 2 
Boumewood House 
St Peters Hospita! Site 
Guildford Road 
CHERTSEY 
Surrey KT16 OQA
Tel: 01332 722952 
Fax: 01932 722953
REG reference number P R 0110 03 
Please quote this number on ail correspondence
lO®* February 2004
Ms Victoria Laute 
33 Homefarm Road 
Hanwell
LONDON W 71NR
Dear Ms Laute
REC referenco number:: PRO/110/03
FuU title o f study: An Investigation Of The Reliability And Validity Of A 
Semi-Structured Interview Relating To Attachment In Adults With 
Learnng Disabilities
Protocol number:
Thank you for your letter of 26* January 2004, responding to the Committee’s  
request for further information on the above research.
The further Information has been considered on behalf of the Committee by the 
Chairman.
Confirmation of ethical opinion
On behalf of the Committee, I am pleased to confirm ethical approval for the above 
research on the basis described in the application form, protocol and supporting 
documentation.
Approval is given provided that you comply with the conditions set out in the attadied 
document. You are advised to study the conditions carefully.
Page 1 of 2
nciin'xnùiu
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REC reference number." PRO/110/03
Fufl tide of study: An Investigation Of The Reliability And Validity Of A 
Sem i-Structured Interview Relating To A ttachm ent In A dults With 
Learnng D isabilities 
Page 1 of 2 - 1 0 *  February 2004
Approved documents
The final list of documents reviewed and approved by the Committee is as follows:
Application Fonn 
Project Proposal 
CV for Ms Laute
University approval letter -  dated 10* Octot>er 2003 
CV for Nan Holmes -  Supervisor 
CV for Dr Elaine Alves -  Consultant Clinical Psychologist 
Introduction Letter 
Potential Participant Information 
Happy to be Contacted Form 
Information Letter
Information Sheet for Keyworkers & Families 
Volunteer Consent Form 
Semi-Structured Interview 
Self Esteem Measure
University Ethics Committee Approval Letter -  29* October 2003 
Kingston and Richmond LREC Approval Letter 
R&D Approval
Management approval
The study may not commence until final management approval has been confirmed 
by the organisation hosting the research.
Statement of compliance (from 1 May 2004)
The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees in the UK and complies fully with national standard 
operating procedures.
Yours sincerely,
Sarah-Jane Richards 
Committee Administrator
Cc D r  I s a a c  J o h n , R & D  M a n a g e r ,  S t  P e t e r s  H o s p i t a l
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Appendix VI 
Standard letter to Service Managers
(University Headed paper)
Dear Service Manager
I am a Trainee Clinical Psychologist at the University of Surrey. I am required to conduct 
research as part of my doctorate training. Dr. Elaine Alves (Consultant Clinical Psychologist, 
Specialist Psychology Services) has agreed to supervise my major research project. My 
university supervisor is Nan Holmes (Senior Clinical Tutor).
I am writing to request details of potential participants in a study on attachment in adults with 
learning disabilities. I have chosen to conduct research in this area because many people with 
learning disabilities were separated from their families at a young age and experienced 
difficult environments during childhood. Research in the general population has already 
shown that the security of early relationships has an impact on cognitive development, self 
esteem, independent behaviour and ability and willingness to solve problems. At the moment, 
there is very little research about this important aspect of people’s lives with adults with 
learning disabilities.
The participants in my study will be interviewed individually for approximately 90 minutes, at 
a convenient time and location. I have enclosed an Information Sheet containing more details 
of the research study. The criteria for inclusion in the study are as follows:
• 18 years of age or over
• diagnosed with a learning disability
• no diagnosis of Autism or Asperger’s syndrome
• able to hold a conversation independently
• spent minimum 3 months living away from family of origin before 16 years old
I would be very grateful if you could supply me with details of individuals who you feel meet 
the inclusion criteria and might be willing to participate. I have enclosed a form on which 
details of potential participants can be entered. Please return the form in the envelope 
provided.
As I will be meeting potential participants in person before inviting them to take part in my 
study, I have also enclosed a consent form (‘Happy to be contacted’) regarding initial contact. 
Please could you ensure this form is completed by the adult with learning disabilities and 
returned in the SAE with their details.
If you would like to discuss the research study further before supplying any information, 
please feel free to telephone me on 07967 813050, or you can telephone Nan Holmes at the 
University of Surrey on 01483 689441.
Thank you for your time.
Yours faithfully
Vicky Lauté
Trainee Clinical Psychologist
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Potential Participant Information sheet
Potential Participant Information 
Your Details: (Please use BLOCK CAPITALS)
Name
Residential/Day Service* 
* Please delete as appropriate
Name Date of Birth
Keyworker/ 
Main Carer Home address^ Day Service
* If this is the Residential Service you manage, please write “As above”
 ^If this is the Day Service you manage, please write “As above”. If the person does not attend a Day 
Service, please write “N/A”.
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^Happy to be contacted’ form
(University Headed paper)
Happy to be Contacted Form 
Title of project: Study of Attachment
Name of Researcher: Vicky Lauté
Vicky Lauté is a Trainee Clinical Psychologist. She has to do a research study.
Vicky Lauté has written a letter to the Manager, asking for names of people who 
might be able to take part in her research study.
It is okay for the Manager to give Vicky Lauté my name and address.
It is okay for Vicky Lauté to contact me, to arrange a time to meet.
When I meet Vicky Lauté I can find out more about the study and think about whether 
I want to take part.
I can stop talking to Vicky Lauté whenever I want. She will not tell anyone my name. 
Name of person taking part Date Signature
Name of witness Date Signature
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Appendix VII 
Written Information Sheet
(University H eaded paper)
Information Sheet
Study of Attachment
My name is Vicky Lauté. I am training to be a Clinical Psychologist at the University 
of Surrey. To help me leam how to be a psychologist I have to do a research study. 
This means I need to talk to lots of people and hear what they say. Please will you 
take part in my study? Before you decide, it is important for you to know what it is all 
about. This information sheet tells you what will happen if you take part. You can talk 
about this information with other people (like your keyworker) to help you decide.
What is the study about?
I want to find out
• what people do when they feel upset
• how sure of themselves people feel
• how people get along with other people
• whether all these things are linked
What would I  have to do?
I would meet you in private. I would
• ask you what you do when you feel upset
• ask you about things you are good at and things you are not so good at
• show you some patterns
• write down what you tell me
• tape record what you say
• answer any of your questions
Altogether, it should take about 90 minutes (IV2 hours).
I might ask you to meet me again a few weeks later. I would ask you the questions 
about feeling upset again. This would only take about 30 minutes QA hour).
Who else would be asked about me?
I would meet your keyworker in private. I would ask your keyworker
• what you do when you are upset
• how you get along with other people
If you said it was okay, I would look in your file to find out
• if you have had a Speech and Language assessment
• if  you lived away from your family when you were little
Please turnover
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How can I  decide i f  I  want to be in the project?
I can meet you by yourself or in a group to answer any questions. THEN you can talk 
to your keyworker and decide if you want to be in the study. If you want to take part, 
tell your keyworker.
What i f  Isay no?
You do NOT have to do this study. You can say yes or no. If you say yes now, you 
can still say no later.
What happens afterwards?
I will talk to my teachers at University about all the things I have found out. I will not 
tell anyone your name. I will send you a letter after I finish the study and let you know 
what I found out. I will write a report about the study that other people will read. Your 
name will not be on the report.
What else misht havpen?
If you tell me that something upsetting is happening to you or another person, I will 
talk to you about keeping safe. Then, I will talk to somebody else about this. I might 
tell your keyworker, or a doctor, or someone else.
What should I  do i f  I  want to be in the vroiect?
You need to sign the Volunteer Consent Form before we meet. Put this in the envelope with 
my name, Vicky Lauté, written on it. You can give the envelope to your keyworker or to me.
If you have any questions about the research, please telephone me. My telephone 
number is: 07967 813050.
Or you can telephone Nan Holmes, who is my University teacher. Nan’s 
telephone number is: 01483 689441
Best wishes
Vicky Lauté
Trainee Clinical Psychologist
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Symbolised Information Sheet
My name is Vicky.
[
need to talk to lots of people about what
they do when they feel upset.
(I?:
want to find out how they make friends.
Page 1
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OOO
Will you help me?
I t 's  ok to say no.
Ml
I f  we talk,
I
I  will write it down and
COaQ)
32E55Z
tape record it.
Page 2
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rr
might ask to meet you again.
/
will ask your keyworker about you.
I f  you tell me something bad has happened,
f
we
h,
can talk about keeping safe and who to
tell.
Page 3
94
Major Research Project
.  ZT"
will write a report.
I  will keep your nome secret.
will send you le tte r about th e  report.
Page 4
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I f  you want to  help me.
o
•  •
I f  you want to ask questions.
:F
please write your name on th e  green sheet.
you can ring me on 07967 813050 
□
or ring my teacher. Nan Holmes on 01483 689441.
Page 5
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Appendix VIII 
Consent Form
(GREENPAPER)
Title of project: 
Name of Researcher:
(University Headed paper)
Volunteer Consent Form 
Study of Attachment 
Vicky Lauté
Vicky Lauté has told me about the project. I have seen 
the Information sheet. I know this project is about what 
people do when they feel upset.
I know what I will have to do. I have been able to ask questions.
I know that Vicky Lauté will ask my keyworker questions about me. I know that 
Vicky Lauté will look in my file.
I can stop helping with the project whenever I want. I know that Vicky Lauté will talk 
to her teachers at university about things I say. She will not tell anyone my name.
If I tell Vicky Lauté something upsetting is happening to me or another person, she 
will talk to somebody about this.
I know that Vicky Lauté will be writing a report about her project and that other 
people will read this. My name will not be on the report.
I agree to take part in this project.
Name of person taking part Date Signature
Consent after taking part
Name of keyworker Date Signature
Name of researcher Date Signature
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Appendix IX 
Assumptions of normality
semi at time one
Frequency Percent Valid Percent
Cumulative
Percent
Valid 0 3 15.0 15.0 15.0
1 3 15.0 15.0 30.0
2 4 20.0 20.0 50.0
3 5 25.0 25.0 75.0
4 5 25.0 25.0 100.0
Total 20 100.0 100.0
0.0 1.0 
semi at time one
2.0 3.0
semi at time one
6
5
4
3
2
1 Std. Dev = 1.42 
Mean = 2.3 
N = 20.00
cr
0
4.0
semi at time two
Frequency Percent Valid Percent
Cumulative
Percent
Valid 1 3 15.0 33.3 33.3
2 2 10.0 22.2 55.6
3 2 10.0 22.2 77.8
4 2 10.0 22.2 100.0
Total 9 45.0 100.0
Missing System 11 55.0
Total 20 100.0
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semi at time two
3.5
3.0
2.5-
■ c  (U 3 
CTm
2.0-
r
1.5- \
1.0-
.5-
0.0
1.0 2.0 3.0 4.0
Std. Dev = 1.22 
Mean = 2.3 
N = 9.00
semi at time two
keyworker semi
Frequency Percent Valid Percent
Cumulative
Percent
Valid 0 2 10.0 10.0 10.0
1 9 45.0 45.0 55.0
2 5 25.0 25.0 80.0
3 4 20.0 20.0 100.0
Total 20 100.0 100.0
keyworker semi
0.0
keyworker sem i
std. Dev = .94 
Mean = 1.6 
N = 20.00
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self esteem
Frequency Percent Valid Percent
Cumulative
Percent
Valid 8 1 5.0 5.0 5.0
10 1 5.0 5.0 10.0
11 1 5.0 5.0 15.0
12 1 5.0 5.0 20.0
15 1 5.0 5.0 25.0
16 1 5.0 5.0 30.0
17 1 5.0 5.0 35.0
18 1 5.0 5.0 40.0
20 1 5.0 5.0 45.0
21 1 5.0 5.0 50.0
23 15.0 15.0 65.0
24 10.0 10.0 75.0
25 1 5.0 5.0 80.0
26 1 5.0 5.0 85.0
28 1 5.0 5.0 90.0
29 1 5.0 5.0 95.0
32 1 5.0 5.0 100.0
Total 20 100.0 100.0
self esteem
S'c  0) 3  
O '
2 u_
5
4
3
2
1 Std. Dev = 6.70 
Mean = 20.3 
N = 20.00
12.57.5 17.5 22.5 27.5 32.5
10.0 15.0 20.0 25.0 30.0
self esteem
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Ravens prog matrices
Frequency Percent Valid Percent
Cumulatiye
Percent
Valid 9 1 5.0 5.6 5.6
10 2 10.0 11.1 16.7
11 2 10.0 11.1 27.8
12 1 5.0 5.6 33.3
13 4 20.0 22.2 55.6
14 1 5.0 5.6 61.1
15 1 5.0 5.6 66.7
16 3 15.0 16.7 83.3
17 1 5.0 5.6 88.9
19 2 10.0 11.1 100.0
Total 18 90.0 100.0
Missing System 2 10.0
Total 20 100.0
Ravens prog matrices
Std. Dev = 3.01 
Mean = 13.7 
N = 18.00
10.0 12.0 14.0 16.0 18.0 20.0
Ravens prog matrices
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Vineland Items
Frequency Percent Valid Percent
Cumulative
Percent
Valid 27 1 5.0 5.0 5.0
30 1 5.0 5.0 10.0
34 1 5.0 5.0 15.0
35 1 5.0 5.0 20.0
37 1 5.0 5.0 25.0
38 2 10.0 10.0 35.0
39 3 15.0 15.0 50.0
40 2 10.0 10.0 60.0
42 1 5.0 5.0 65.0
44 2 10.0 10.0 75.0
45 3 15.0 15.0 90.0
46 1 5.0 5.0 95.0
48 1 5.0 5.0 100.0
Total 20 100.0 100.0
Vineland items
S'
53
O '
2u_
7
6
5
4
3
2
Std. Dev = 5.43 
Mean = 39.8 
N = 20.00
1
0
27.5 30.0 32.5 35.0 37.5 40.0 42.5 45.0 47.5
Vineland items
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❖  ❖  ❖
“I’m not a woman; I’m a glamour-puss”. 
Male transvestites perceptions of gender.
May 2003
Year 2
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Introduction
Brierley (1979, in Cliffe, 1987) defines transvestism as “a condition in which there is 
a relatively stable feminine gender persona, in the context of a desire to preserve male 
heterosexuality, and which we primarily observe in cross-dressing”. The DSM-IV 
(APA, 1994) definition of Transvestic Fetishism stipulates clinically significant 
distress or impairment is necessary for a diagnosis.
Choice of clothing may be the most obvious manifestation of a person’s self­
perception in terms of gender (Bullough & Bullough, 1993, in Dzelme & Jones, 
2001). Gender can be described as a component of identity distinct from a person’s 
biological sex. Gender roles are socially constructed and imparted to individuals 
through the family, the media etc. (Dzelme & Jones, 2001). As West & Zimmerman 
(1987, in Dzelme & Jones, 2001) point out, gender roles are “not natural, essential or 
biological”. Henwood, Gill & Mclean (2002) state that the dichotomy of gender is 
misleading, as it assumes there is such as thing as a “single, true male (or female) 
nature”. They see this assumption as an obstacle in traditional gender research. The 
current school of thought accepts a variety of biopsychosocial factors as influential in 
gender development.
Transvestites have been described as one of the “most misunderstood populations” 
within society (Wysocki, 1993, in Dzelme & Jones, 2001). Bordan & De Ricco (1997) 
highlight the fact that DSM-IV does not clarify or explain cross-dressing behaviour. A 
literature search using a variety of databases revealed few studies about transvestism. 
Most research on this topic involved clinical samples, i.e. individuals using mental
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health services. In other words, a medical model of ‘mental illness’ has been 
prevalent, which is likely to have resulted in a skewed portrayal of transvestism.
In order to redress this imbalance, the current study sought the views of individuals 
within the general transvestite population. We were hoping to find out the meaning of 
cross-dressing for our participants. As female researchers, we were particularly 
curious about transvestites’ perceptions of women. The generic term ‘transvestite’ was 
used, despite some individuals preferring variations such as ‘t*girl’ or ‘tranny’.
Method
Participants
Starting with a transvestite known to a researcher, a snowballing method was used in 
order to contact prospective participants. Before entering the study, they were sent an 
Information sheet (Appendix 1) via e-mail. They were asked to contact one of the 
researchers by telephone or e-mail if they wished to take part. A mutually convenient 
time and location was then agreed upon to conduct the interview.
Participants in the study were four White British men, age range 34 to 54 years. Each 
met the inclusion criteria shown on the information sheet (Appendix 1). One 
participant was married with two children and described himself as heterosexual. The 
other three men were not in a relationship at the time of the study and described 
themselves as bisexual. Of these three participants, two had previously been married, 
one of who had children. Three participants arrived at the interview in their female 
persona.
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Researchers
Four female heterosexual researchers in their late twenties conducted the study. Three 
were White British and one was mixed race (White and Asian). The researchers were 
all in their second year of doctorate training in Clinical Psychology. Each had 
considerable experience of interviewing and working therapeutically. One researcher 
was familiar with transvestism through her social network. At the beginning of the 
study, the topic was approached with curiosity but no fixed beliefs about the nature of 
transvestism.
The study was supervised by an experienced qualitative researcher and Senior 
Lecturer. The researchers consulted with the supervisor at each stage of drafting the 
interview schedule and conducting the analyses.
Interview Procedure
The interview was compiled through a brainstorming process amongst the researchers, 
with additional input ft"om the supervisor. Appendix 2 contains a copy of the 
Introduction to participants and Interview schedule. Each participant was asked to sign 
a consent form prior to their interview (Appendix 3). They were also given a 
questionnaire in order to collect demographic details (Appendix 4).
The four interviews took place over a three-week period, in a variety of locations. 
Two researchers were present at each meeting, partly for personal safety reasons. The 
second researcher was also free to manage recording equipment and take process 
notes. The interviews were audiotaped onto a ninety minute cassette and transcribed 
verbatim.
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Interpretative Phenomenological Analysis 
The transcripts were subject to Interpretative Phenomenological Analysis (IPA: Smith, 
Jarman & Osbourn, 1999; Macran, Stiles & Smith, 1999). This method was 
appropriate because we were conducting an exploratory study and did not seek to test 
a particular theory.
Each transcript was initially analysed by the researcher that had conducted the 
interview. Notes were made of anything deemed interesting or significant. Notes took 
the form of summaries, preliminary themes and links with other material. As a group, 
the researchers identified a single transcript that seemed to contain the richest 
information. Further notes were added to this transcript by each researcher. Quotations 
were highlighted in order to demonstrate each theme.
We came together as a group to agree provisional titles of themes based on the single 
transcript. Each of us then returned to our individual transcripts to compare and 
contrast the agreed theme titles with our own notes. The group met again to compile a 
final list of themes. We ensured that each theme related to actual wording used by 
participants. Some themes were discarded at this stage, some new themes were added 
and clusters forming meta-themes were combined.
Once a consensus had been reached, we sorted the themes into wider domains. The 
research supervisor suggested some elaboration of the domain titles. We then reflected 
on similarities and differences between domains. Again, the group agreed final titles
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for the domains. Overlap between domains and themes was reduced as far as possible. 
However, some blurring of these boundaries was unavoidable.
Results
The analysis resulted in twenty-four main themes. We grouped the themes into three 
broad Domains. Each Domain comprised a varying number of themes, some of which 
seemed to cluster together. Table One lists each theme under the corresponding 
Domain. Some of the themes were further subdivided into constituent parts. For 
example, the first theme of Equality and Inequality included aspects relating to roles 
within society and sexual power.
Domain One: Perceptions of Gender. Biologv and Views in Society
This domain included physical and psychological aspects of the self, as well as 
perceived social roles and labelling. It encompassed personal preferences in terms of 
looks, personality and sexuality. Aspects of masculinity and femininity were also 
described by participants, both desirable and otherwise. The third cluster within 
Domain One will be elaborated upon here. All direct quotes appear in italics.
Perceptions of Appearances and Attributes
1. Physical appearance 
One of the interview questions pertained to the image participants felt they portrayed. 
Many comments relating to participants’ own appearances conveyed a sense of
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personal pride, particularly to do with their female personae. They also seemed to 
appreciate others who made an effort to look good.
Well, even my male look, even as, as a guy. I ’ve always been... expressive with the 
way I  dress. I  think I ’m a fairly snazzy dresser (Carol).
...there are women who dress up and make an effort a lot o f the time, and there are 
some guys who do that, although from my experience it tends to be the gays ones, but 
there are some men. But I  think women take, some women, probably more than men, 
take much more pride in their appearance, than men do, very few  men take a PRIDE 
in their appearance, whereas women do, some men do, but i t ’s the gay men (Diane).
Each participant described ways in which they were able to be creative with their 
appearance and tailor their look to match the situation. Transvestism allowed them to 
try out different images, within and across gender roles. In this way, transvestism was 
reflected on as a means of self-expression and an outlet for imagination.
I  started o ff being black haired, then red head, but blond I  prefer because i t ’s a little 
bit softer on the features...(Carol).
... I  tend to put quite an emphasis, emphasis when I  go out, certainly in the evenings. 
Day I  find a lot more difficult with day make up and what have you. But in the 
evenings you can, really, really oomph yourself up, you know (Carol).
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Table One: Domains and Themes
DOMAIN ONE: Perceptions of Gender, Biology and Views in Society
Cluster One: Gender within society
Themes:
1. Equality and Inequality
2. Awareness of society
Cluster Two: Biology, Gender and Sexuality 
Themes:
1. Biology versus Gender
2. Sexuality
3. Spectrums
4. Biology
Cluster Three: Perceptions of Appearances and Attributes 
Themes:
1. Physical appearance
2. Feminine attributes
3. Masculine attributes
DOMAIN TWO: Interpersonal and Interactional Factors 
Themes:
1. Emotions
2. Wanting to belong/Acceptance/Fitting in
3. Friendships
4. Being noticed/complimented
DOMAIN THREE: The story of becoming a transvestite
Cluster One: Purpose of transvestism
Themes:
1, Confidence/self belief
2. Opportunities as a transvestite
3, Identity of self
4. Object of own desire
Cluster Two: Consequences of transvestism 
Themes:
1. Struggle versus Coping
2. Vulnerability
3. Secrecy versus Coming out 
Cluster Three: Learning 
Themes:
1. Learning from/influence of others
2. Curiosity
3. Discovery/Evolving/Leaming/Experimenting
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...and I  thought to myself do Iju s t come as, because I  was at work this morning, do I  
turn up as me, or do I  turn up as her. And I  thought no, because you are actually 
talking about transvestism and transvestites, and I  find  it more comfortable to put a 
few  accoutrements on. So well I ’ll get dressed up, but hold on a minute this is day­
time, I ’m going partying in the evening. I ’m not going to wear a micro miniskirt and I  
don’t know what, you know, and so you know I  think. I ’ve got to dress more or less 
appropriately... fo r  the interview (Carol).
Then I  had to make sure that the outfit that Helen was wearing was right (Helen).
All four participants appeared to value physical attractiveness highly. This applied to 
themselves, media personalities and members of the public.
Okay the fact that I  like short skirts and high heels is, i f  you like, the driving force 
behind wanting to be Jenny (Jenny).
You can really get, not necessarily overly heavy make up, but you can, you can 
emphasise all those things that men find attractive in women (Carol).
I  have two sort o f  preferences that seem to be so far apart. I ’ve always had a passion 
fo r  blondes, with long hair. But at the same time I  have this vision o f  Cleopatra with 
the black hair and the blue eyes that really does something...For some reason i t ’s 
either blonde hair or black hair and nowhere in between. Slim. Tall and slim. (Helen).
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Individuals talked of taking care and time to prepare their appearance. In order to 
‘pass’ as a woman, hair had to be shaved, make-up applied and accoutrements 
carefully selected. Appearing as convincingly feminine was deemed important in 
terms of self-gratification and acceptance by others.
...they do all the make up first, and then they put the wig on, the wig goes on last, and 
Jenny doesn’t come to life until the wig goes on. It makes all the difference (Jenny).
I  try not to be tarty, tarty and obvious. You get a lot o f transvestites, they wear high 
heels, they walk around looking like blokes, and they ve got stockings on. I  don’t like 
this, they’ve got an association with a particular way o f looking at dressing (Carol).
The practical constraints and difficulties associated with preparing to ‘pass’ did not 
seem to dampen participants’ enthusiasm for cross-dressing. However, some 
resentment of women was expressed regarding society’s acceptance of them in 
traditionally male clothing.
The shaving I  did to put this on in the first, have this put on in the first place, is very 
very close. I f  you shave your skin that close three or four days in a row, or whatever, 
you know, it would just be a mess. So, you know, my skin will take three or four days 
to recover from this (Jenny).
A woman can do a lot more than a man can do. It is not that easy fo r  a man to go out 
dressed like this, but fo r  you to wear a man’s clothes, bit stereotyped, jeans and a t- 
shirt or a jumper... wouldn’t blink an eyelid would it? I f  I  grew my hair right down
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here, it would be seen as effeminate perhaps, or at least different from the stereotype. 
So in a way you ’re lucky. (Jenny).
I  have a personal detest o f women who are attractive dressed like a bloke, so they are 
wearing combat trousers and they are wearing trainers and a grubby T-shirt and a 
jacket and you see them and you think well... (Diane).
2. Feminine attributes 
Two participants began their response to the first interview question with reference to 
women’s physical appearance. Diane referred to a curvaceous figure and Helen 
described a female silhouette. However, Jenny remarked that despite having a 
preference for certain c l o t h i n g . . . doesn’t mean that she’s not a woman because 
she’s not dressed like that (Jenny). In addition, Carol later stated ...women aren’t 
about stockings and high heels, and micro mini skirts. There’s a bit more to them than 
that... (Carol).
In discussing feminine behaviour, the participants each felt actions by men and 
women were clearly distinguishable. In some cases, feminine behaviour was closely 
observed in order to leam how to act like a woman. Nevertheless, the opinions voiced 
displayed a range of attitudes and assumptions relating to how women and 
transvestites in female dress behave.
I  think women are fa r  more intuitive, ...they approach things straight away... 
Unpredictable I  suspect (Jenny).
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...how you sit...how you hold a drink,..your whole stance and stature, how you, your 
positioning. Now I ’m slouched, well you’d never sit like I ’m sitting, never (Helen).
I  see a lot o f trannies that are out and they ’re coy and they ’re timid and I  think to 
myself, women aren’t like that. There’s powerful women out there... (Helen).
...because women can be right bitches...(Helen).
Well, i t ’s interesting, I  find a lot o f women are very open to discussing things which 
men wouldn’t as men would find it too personal. Whereas women are more happy to 
talk about it,... I  just find women express themselves better (Diane).
The issue of feminine roles was voiced in the context of personality. For example, 
when discussing celebrities such as pop stars and actresses, Jenny cited two 
individuals who projected a genuine personality. When describing her ideal woman, 
Diane outlined a person who was fairly strong-willed, maybe to the extent o f being a 
little bossy. She would be successful. She would not be a stay at home type, wanting to 
stay at home to look after kids, she would want to be out at dinner parties or clubbing. 
That kind o f thing, enjoy life and get out and do things, travel places (Diane).
Other references to feminine personalities were made in contrast to those of masculine 
traits. Some participants found it difficult to describe the personality of their own 
female persona, as it was still evolving.
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In a way there is some part o f the female gender that I  think is a bit more caring... 
(Jenny).
...gentleness, softness... and attitude to do with self-belief I  think that women have 
that I  think some men don’t... (Diane).
Sensual, soft, compassionate. Vulnerable (Carol).
...it’s short bursts, so in a way she doesn’t really have a lot o f character. She has likes 
and dislikes. She has things she likes to go and do and wear and be at, and people to 
meet. But in terms o f a personality o f traits, where you have mood swings or dislikes 
and likes, other than sort o f material things, the character doesn’t last long enough to 
develop that really (Jenny).
3. Masculine attributes 
When asked for associations with the word ‘man’, the responses were very wide- 
ranging. Helen described an image of a male figure in a suit. Jenny indicated that the 
word tied in closely with her personal (male) identity. Carol used a recent example of 
male appearance and behaviour that she had observed.
Strangely enough what immediately came to mind was a guy that I saw ... this 
morning, who was basically bald, tattooed all they way up his arm, shouting at his 
girlfriend who was sat by the side of him in the car -  you could tell because the 
windows were wound down. But that was what immediately came to mind, which is 
the antithesis of what the woman picture (Carol).
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Several opinions were voiced about masculine personality traits, compared with 
feminine personalities. Carol voiced a preference for men that are soft but are strong. 
She also felt that men tended to be strong-willed, determined and gauche.
I do feel that [men] don’t have as many emotional centres (Carol).
I think in terms of personality men are a lot shallower than women and they, there’s 
no depth to a lot of they way they deal with life (Diane).
Distinguished, authoritative, educated, smart, commands respect from all around and 
humble, down to earth which is, I think is critical actually, humility. So that is 
someone I admire and someone I would like to be in terms of when I grow old 
(Diane).
...two things come to mind ... when you say the word ‘man’ in terms o f personas or 
personalities, is football hooligan type, who likes to get drunk and hit people and 
that’s kind o f their lifestyle. And another thing that comes to mind is actually is 
doctors and professional people who I  would.... Who are . . .a  very different category 
in my mind to football hooligan type. I  would equally call them men as I  would the 
hooligan type (Carol).
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4. Attributes shared across genders 
In order to accurately represent the perceptions of our participants, reference must be 
made to the fact that three of the four indicated a number of attributes shared by men 
and women. Carol stated When it comes down to the core, right down to it, we ’re very, 
very similar.
I  don’t really see that there is a general difference because I  think everybody’s 
different (Helen).
...women are doing a lot more o f men’s jobs and vice versa these days you know. 
Besides women in the army and, and potentially doing, what would have been like a 
Dockers or something, a man’s job in the past, you’ve now got men who are house 
husbands, so I  think the stereotyped divide between the two is a lot less now than it 
used to be (Jenny).
I  would like to say the word secretive, but I  think it actually applies to both genders. 
(Men) are compassionate too, I  mean, basically, w e’re all human beings (Carol).
Discussion
Twenty-four themes were identified in our study. These were grouped under three 
broad domains, in order to manage the large amount of information. The data reflected 
very diverse voices within our small sample. The background information gathered 
was unique to each participant, as was the stage of development in terms of feminine
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persona. Our findings were consistent with previous reports of heterogeneity in the 
transvestite population (Bordan & De Ricco, 1997).
According to Elliott, Fischer & Rennie (1999), qualitative researchers should make 
their own biases clear. The data supplied about the group of researchers sought to 
match that requested of our participants and went on to include more detailed 
information on a personal level (Appendix 5). This is intended to demonstrate 
ownership of the researchers’ perspectives.
Details of participants’ circumstances are also called for by Elliott et al. (1999). In our 
study, we gathered demographic information and asked about the duration of cross- 
dressing behaviour directly. In order to ground the results more thoroughly (Elliott et 
al., 1999), a whole transcript from one participant is included (Appendix 6). The 
domains and themes that emerged have been tabulated, with one cluster described in 
detail using illustrative quotations.
As a form of ‘credibility checking’ (Elliott et al., 1999), the data was scrutinised by 
the researchers as a group. In addition, a research supervisor acted as an ‘auditor’, 
providing constructive criticism regarding the content and process of our analysis. 
Responses that contrasted with other participants, or with the themes identified, were 
given equal voice.
Although the research question in this case was very general, the sample size was 
small. This limits the extent of our findings to a large degree. The interpretations 
presented here must be treated tentatively and not generalised to other groups.
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However, a ‘thick description’ (Elliott et al., 1999) of one transvestite’s experience is 
provided (Appendix 6).
The cluster of themes expounded upon in this paper (Perceptions of Appearances and 
Attributes) is similar to the identification by Harris (2001) of a concern with 
superficialities and appearances, as well as aspects of masculinity and femininity. 
Harris (2001) also describes issues of secrecy and a need for acceptance by 
transvestites, which relate closely to two of our themes. Cliffe (1987) stated that most 
transvestites see cross-dressing as an outlet for the feminine side of their personality, 
which in turn enhances their lived experience. This might go some way to explain 
why our participants endured the lengthy and complicated preparations to ‘pass’.
With regard to our research questions, one participant clearly stated that the driving 
force behind cross-dressing was a sexual preference for a particular feminine 
appearance. In terms of perceptions of women, responses were wide-ranging and 
acknowledged both similarities and differences between the two genders. Future 
research could be aimed at broadening the sample size and range of demographics. 
Issues of managing secrecy, identity and intimate relationships could be investigated. 
Another line of questioning could reveal the challenges and needs of this population. 
This could assist in service development and might prevent psychological distress 
leading to contact with mental health professionals.
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Appendix 1: Information Sheet 
Information Sheet 
Study o f  Gender
What is the study about?
Thank you for considering taking part in this study. We are a group of four researchers from 
the University of Surrey, currently undertaking a doctorate in Clinical Psychology. The study 
looks at views about gender. Everyone’s view is important in this research.
This study does not evaluate you as a person in any way. All the information you give will be 
confidential.
Am I eligible to join the study?
You are eligible to take part in this study if
• You are over 18 years old.
• You are fluent in English.
• You are biologically male.
• You would describe yourself as being a transvestite (rather than transsexual).
• You are not currently being treated for a psychiatric problem.
• You are willing to spend about an hour talking with one of the above researchers.
• You are willing to have the interview recorded. PLEASE NOTE this will be destroyed
once the tape has been transcribed.
What will I have to do?
This study will involve meeting with a researcher at an agreed date, time and place. The 
interview will last approximately one hour. It will be recorded, so that we have an accurate 
record of what was discussed.
Although we are trainee Clinical Psychologists, the aim of the interview is for research, rather 
than therapeutic purposes. The interview will take the form of several questions asking your 
thoughts and ideas about gender.
What happens with mv answers?
All your responses are strictly confidential and will be used only for the purpose of this 
study. Once the interviews have been transcribed all identifying characteristics will be 
removed. Some of your actual words will be used in the report, as it is important to accurately 
reflect your views. It will not be possible to identify individuals in the report. The tapes will 
be wiped when the research is completed.
What happens if I decide that I want to withdraw?
You are free to withdraw from this study at any time. If yon have any qnestions abont this 
research please feel free to contact ***** ***** on 07958 653 427.
If you would like a copy of the final report, please contact ***** (as above).
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Appendix 2: Interview schedule
Study of transvestites and gender.
Aim: This research aims to explore male transvestites’ perceptions of women. 
Introduction:
I am a Trainee Clinical Psychologist. This means I have a psychology degree, have 
some work experience and am now on a doctorate training course. All of my work is 
supervised by qualified professionals. Just to let you know what to expect today, I 
have several questions about your views of gender. You can say as much or as little as 
you feel comfortable with. The whole interview should take about an hour.
I will be tape recording our discussion. This is to make sure we don’t miss anything in 
the flow of conversation. Once I have transcribed the interview, the tape will be wiped 
clean.
Everything you say will be treated as confidential information. The transcript will be 
anonymised before it is shared with the other researchers. The only time I would break 
confidentiality and share what you say with anyone else, is if I was concerned about 
your safety, or the safety of somebody else. In that case, I am duty bound to let 
someone know about the risk. Does that make sense?
Do you have any questions before we start?
1. When I say the word ‘woman’ what comes to mind?
2. When I say the word ‘man’ what comes to mind?
3. What are your personal views of the main differences between men and women?
4. What similarities do you think there are?
5. We are all subject to various messages of how men and women are -  where do you 
think your ideas came from?
6. How would you describe your look a s .................?
7. What do you think has influenced this? Where do you think this came from?
8. How would you describe you persona as  .........? By this I mean your character,
behaviour etc.
Cont./
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9. Where do you think this has come from?
10. We all experience various challenges and difficulties, can you tell me about some 
of the particular difficulties that women may face?
11. Can you tell me about some of the particular difficulties that men may face?
12. Can you describe to me your ideal woman? You may choose to talk about a real 
person, or attributes that you find appealing.
13. Can you describe to me your ideal man? You may choose to talk about a real 
person, or attributes that you find appealing.
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Appendix 3; Consent form__________________
University of Surrey 
Guildford 
Surrey GU2 7XH 
Tel 01483 259441
PsychD iu Clinical Psychology 
Department of Psychology
Consent Form
Qualitative Research Project investigating perceptions of gender
I agree to participate in the research investigating perceptions of gender. I understand 
that participation will mean giving consent for the interview to be tape-recorded, 
transcribed and analysed by the research team conducting this research. I also 
understand that this information will remain confidential but will be included in an 
anonymised form in a written report and may be submitted for publication. This 
consent form will be kept separate fi-om the information gathered during the interview 
in order to preserve anonymity.
Signature of participant:
Name of participant (CAPITALS): 
Signature of interviewer:
Name of interviewer (CAPITALS):
Date:
Thank you very much for your time and help in conducting this research.
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Appendix 4: Background Information questionnaire
Background Information
To begin, I’d like to get some basic information about you (such as age, education and 
occupation). The reason that I’d like this information is so that I can show those 
people who read my research report that I managed to obtain the views of a cross 
section of people. The information that you give will never be used to identify you in 
any way because this research is entirely confidential. However, if  you don’t want to 
answer some of these questions, please don’t feel that you have to.
1. How old are you [ ] years
2 How would you describe your ethnic origins? (the format of this question is 
taken from the 2001 census). Choose one section from (a) to (e) and then tick 
the appropriate category to indicate your ethnic background
(a) White
British
Irish ____
Any other White background, please write in below
(b) Mixed
White and Black Caribbean 
White and Black African 
White and Asian
Any other mixed background, please write in below
(c) Asian or Asian British
Indian
Pakistani
Bangladeshi
Any other Asian background, please write in below
(d) Black of Black British
Caribbean
African
Any other Black background, please write in below
(e) Chinese or other ethnic group
Chinese
Any other, please write below
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3. What is your highest educational qualification? 
(tick the appropriate answer)
None __
GCSE(s) / 0-levels(s)/CSE(s) _
A-level(s) / AS-levels(s) __
Diploma (HND, SRN, etc) __
Degree __
Postgraduate degree / diploma __
What is your current occupation (or, if  you are no longer working, what was 
your last occupation?)
5. What is your current legal marital status? 
(tick the appropriate answer)
Single
Married
Divorced / separated 
Widowed
How would you describe your current relationship status?
Single_________________________ ____
In a relationship (but not living with)____
Living with a partner ____
Other, please write below
How would you describe your sexual orientation?
Heterosexual 
Gay / Homosexual 
Bisexual 
Unsure
Other, please write below
Do you have children?
(tick the appropriate answer)
Yes ____ (go to part b)
No ____ (end o f questionnaire, thank you)
(b) How many children do you have? [ ]
(end o f questionnaire, thank you)
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Appendix 5: Researchers’ details
Researcher One:
I approached the research topic with a large amount of curiosity regarding 
transvestites. My thoughts were initially centred only on their physical appearance and 
how this related to their understanding of how women dress and present themselves to 
the world in terms of appearance. I hadn’t given much thought to their understanding 
of gender or sexuality. As a result the starting point for our interview schedule begun 
from physical appearance. However with greater discussion with the other researchers 
I was presented with possible aspects of identity and personality that I had not 
considered.
During the interview stage I initially found meeting Diane very intimidating. I think 
this was partly due to her bold and dramatic appearance. I also felt daunted by the 
prospect of trying to build rapport and gain an understanding of her beyond the layers 
used to disguise David’s identity. However, once the interview begun I felt very 
comfortable in Diane’s company. Despite expressing some views that as a woman I 
personally did not necessarily agree with, I did feel as if  I was in discussion with 
another woman. This surprised me as in terms of appearance, Diane presented in a 
feminine way, but was clearly a transvestite and not a woman, but I did not feel 
conscious of this at the time.
My perception of Diane changes considerably when I came to transcribe the 
interview. I was clearly confronted with the voices of a female researcher interviewing 
a male about his perceptions of gender. I began to think of the interview in terms of 
David not Diane.
The analysis and interpretation stage threw out many more questions than answers for 
me. It became apparent that although sharing some views, there were such noticeable 
differences between the transvestites in our study. Despite this continuing confusion I 
was left with some sense familiarity for transvestites with a decrease in my initial 
intimidation.
Researcher Two:
During the process of deciding research topics I found this by far the most interesting 
suggestion -  not least because it was an area that I had little or no previous experience 
of. I have to admit a curiosity as to why transvestites dressed up. I think there was also 
a slight indignance too -  that as far as I was concerned the women I knew did not look 
like how I imagined transvestites would dress up. I wanted to find out who they were 
modelling themselves on.
I was glad to have a fellow researcher with me during the interview -  and have to 
admit to being a little taken aback when I met the participant I was interviewing. I had 
given some thought to what I wore that day, but had gone straight from college, so any 
make-up had worn off and I was fairly casually dressed in trousers and a shirt. Carl 
was dressed as Carol, in heels, full make up and leather trousers. I instantly felt very 
short, rather scruffy and very young.
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Despite any initial apprehension, as the interview progressed I felt at ease 
interviewing Carol/Carl. Although dressed as Carol -  there was never any doubt that I 
was interviewing a man. He seemed to have a great insight and understanding of 
himself, and presented himself as a man with an unusual hobby.
During the transcription and later looking over other transcripts I did learn that I still 
have a certain amount of indignance about the notion that clothing can alter gender in 
some way. I think perhaps I have more feminist perspective than I realised and 
actually feel quite angry. I suppose it boils down to the essence of what it means to be 
a woman and I’m not sure I had given this much personal thought before this research. 
For me, being a woman is much more than just appearance. Although my experience 
of the interviews was that on the whole that was not what the participants were getting 
at, it still feels that to ‘dress up’ as a girl you are in some way reducing what it means 
to be a woman down to appearance.
Again it is important to remember, I suppose, that I am a relatively well-educated 
woman. Although I’m not well read in the area of gender, or feminism, I have been 
exposed to a number of ideas along the way. I also have a very strong sense of 
pushing against ‘traditional’ gender roles and stereotypes -  the look of surprise on my 
mother-in-law’s face when she learnt who ironed her son’s shirts is testament to that.
Researcher Three:
I came to the research because, having had experience of transvestites in my social 
network I was curious to find out more about their identities. As a group (four women) 
we talked about some of my experiences and it appeared that we were curious to know 
more about transvestite’s views of ‘women’ -  this initially seemed to focus upon 
physical appearance. Although through my social network I had a small amount of 
knowledge about one person’s experiences, I entered the research unclear about 
transvestites in general, their experience of this label and how they differed fi-om 
people that call themselves ‘transsexual’, ‘transgender’.
The interview schedule was devised with the question about transvestites’ views of 
women in mind. The schedule was created through a brain-storming process, enabling 
the group to develop an array of topics about which we were curious to know more. 
This centred around ideas of transvestites views of womanliness. However, having 
discussed the ideas for the schedule with our (male) supervisor, he suggested that we 
might was to include transvestites’ views of men in the interview schedule.
We also discussed finding out where transvestites’ ideas came firom / how and why 
they decided to become transvestites, an area that I was keen to learn more about. 
However, we queried whether this would help us find out more about transvestites 
views of women or whether it would be engaging in a different area of curiosity. We 
did however feel that it would be appropriate to include an area of enquiry that 
explored ‘where transvestites’ views of women and men came from’.
I had observed several colleagues interview transvestites and was surprised how much 
each transvestite had to say in response to each question. However, when I undertook 
the interviewing myself I found the respondent was not so forthcoming with 
information as the previous interviewees I had observed. It felt very difficult to elicit
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responses and even prompts requesting elaboration did not appear to expand the 
knowledge already gained. Interestingly, when reflecting upon this there was the 
realisation that I had interviewed a transvestite in ‘male mode’ whereas all the other 
interviews that took place involved interviewing transvestites in their ‘female mode’.
It therefore left me wondering whether this had made a difference and as a ‘man’ he 
was less forthcoming with his ideas.
Having had the privileged position of hearing the stories of the transvestites that were 
interviewed I am left with some uncertainties about transvestism, but the stories show 
(and I therefore have learnt), that despite their label of ‘transvestite’, this group of 
people often have very different experiences, views and values.
Researcher Four (Author):
I was the last researcher to join the group. I approached the topic with enthusiasm, as 
it seemed far removed ftrom any of my previous experience, in both research and 
therapeutic contexts. I was keen to explore transvestites’ perceptions of women, as I 
felt that the ‘typical’ image they portrayed was not reflective of my own preferences. 
This applied to both physical appearance and behaviour.
Initially the interview schedule focussed on appearance of transvestites in female 
dress. Following discussion with our (male) research supervisor, the questions were 
widened to include perceptions of both men and women. Questions about other 
aspects of masculinity and femininity were also added. This broader schedule seemed 
to fit comfortably with the biopsychosocial model of individuals that I am familiar 
with.
During the interview with Jenny, I was very aware that I was talking with a man in 
women’s clothing. The conversation seemed to flow quite easily and Jenny was 
willing to talk very candidly about life as a transvestite, with little prompting.
However, when I transcribed the interview, I began to feel angry about some 
comments that I heard Jenny make. This applied to statements about physical 
appearance in particular. I started to view Jenny as quite an arrogant person. I 
reflected on this with the other researchers and questioned whether I would have had 
such a strong reaction to a woman making similar comments. I can’t be sure.
Following the qualitative analysis, I was struck by the diversity within our small 
sample. I feel that our participants’ individuality has challenged my views of a 
‘typical’ transvestite. I was also surprised by how easily we agreed on themes within 
the research group. I was left with many more questions about unexplored aspects of 
our participants’ lives.
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Appendix 6: Transcript of Jenny’s interview
1. When I say the word ‘woman’ what comes to mind?
Not necessarily me, erm...just the whole female gender. It’s not as though I don’t
think of, when you say woman it could be me or it could be, you know, any woman, 
erm, so I don’t sort of associate it with err, with what I do here necessarily. It could be 
my wife, it could be my sister or mother, friends, colleagues or someone walking past 
in the street.
What about in terms of appearance?
Erm, Well, I suppose in a way I have a err, a preferred appearance, but other than that, 
no, in terms of appearance of a woman, erm, I always like to see perhaps a woman 
dressed in a certain way, or in a certain fashion, but that doesn’t mean that she’s not a 
woman because she’s not dressed like that.
And how about in terms of erm, the way she thinks, the way she feels?
Unpredictable I suspect. Unpredictable yeah...yes. In a way there is some part of the 
female gender that I think is a bit more caring, erm, but other than that, no 
unpredictability I think is the err, the key word there.
2. When I say the word ‘man’ what comes to mind?
Err, what I am, err.. .no, nothing other than that really. No err, preconceptions.
3. What are your personal views of the differences between men and women in 
terms of their appearance?
I suppose, to start with, apart from the physical differences, erm, and perhaps the, the 
slightly different approach to erm, way of life, erm, there is no real difference. We’re 
all the same, we’re all bom the same in a way, we all end up in the same place at the 
end of the day, so no, there is no real difference, just physical and slight mental 
deviations.
Can you say a bit more about that?
Well obviously, erm, besides the physical differences, I think erm, er, maybe it’s 
because of the way that society sort of err, erm, guides us. It guides us down two set 
channels, and that’s not necessarily wrong, but those are stereotypes really and I think 
this day and age particularly, the bit in between is now becoming m ore...it’s 
becoming closer, and you think of women are doing a lot more of men’s jobs and vice 
versa these days you know. Besides women in the army and, and potentially doing, 
what would have been like a Dockers or something, a man’s job in the past, you’ve 
now got men who are house husbands, so I think the stereotyped divide between the 
two is a lot less now than it used to be. If you go back to the thirties or forties, a
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woman’s place was in the home, man’s place was out working that was it. Now it’s 
not like that.
4. My next question was about the similarities that you think there are between 
men and women. Is there anything else you’d like to say about how they’re 
similar?
Well, I think this day and age, there’s nothing either gender can do that the other can’t 
do, except have babies. But really in terms of err, behaviour, social lifestyle... and for 
a woman actually, a woman can do a lot more than a man can do. It is not that easy for 
a man to go out dressed like this, but for you to wear a man’s clothes, bit stereotyped, 
jeans and a t-shirt or a jumper, err, wouldn’t blink an eyelid would it? If you cut your 
hair short, wouldn’t blink an eyelid. If I grew my hair right down here, it would be 
seen as effeminate perhaps, or at least different from the stereotype. So in a way 
you’re lucky. You can cross over the boundaries of the two genders, without even 
appearing to do so, because there is no boundary for you, whereas there still is a, a 
hidden boundary for us.
5. We are all subject to various messages of how men and women are, or how 
they should be -  where do you think your ideas came from?
Messages...If you mean in terms of doing this, or do you mean in terms of life in 
general?
Well both.
Well, yeah. I think in terms of dressing up like I do, I always try to think about well... 
how did this come about, and why did I want to do it in the first place. And if  you’re 
sort of alluding to that then, erm... thoughts are that in a way, some of the fashion that 
you girls get to wear, as a man I found attractive. If I saw a girl wearing a short skirt 
and high heels, she is attractive. Some guys look for a nice figure or a nice pair of 
boobs or whatever, but for me it was always a short skirt and high heels, and when I 
found that I  could wear the short skirt and high heels, it almost then.. .1 didn’t have to 
look for a woman to do it, because /  could do it. In a way that’s how I started doing all 
this dressing and modelling, because I have better legs than most girls. I can walk in 
six-inch heels or seven-inch heels and not fall over into a heap. So a lot of what I do 
because of that is on that theme.
But how far back it went, to a point when I realised that this would have an attraction 
for me. I’m never really sure. It wasn’t just an overnight, it didn’t, somebody just 
didn’t wake up one morning and say T want to do this’. I’m sure I must have thought 
these things and wanted to experiment with these things, and it crept up on me without 
perhaps realising. So I think when I was very very young. I’m sure I must have 
admired my mother’s high heels or something like that, but I couldn’t really sort of 
put my finger on it and say that’s the defining moment or date. Similarly, when I first 
went out like this, erm, why I went to a make up shop and had it done in the first 
place, I suppose it was wanting to experiment, but I really wasn’t prepared for the 
outcome, in that how really, how well it really worked. It was just supposed to be a 
change away thing for a day, where you just go and have make up done and wear a
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dress, but because it worked so well for me, and when they said ‘Oh can you go down 
the road and post a letter’... Gasps of sort of amazement, and it worked, you know I 
walked down the road and besides a few car accidents when guys were looking at my 
legs, erm, you know, it worked. So the cross-dressing side of it snowballed from there. 
But, in terms of your original question, I don’t know if  that fully answers, or was the 
answer you were expecting.
So you said that you couldn’t really put your finger on when you began to dress 
the way that you do now. How long roughly has <******' been around?
been around for about five years. So I went to a cross-dressing shop, did it 
the once, and because, just, it I mean worked well I suppose, the look and everything 
else, erm, and then going out quite unexpectedly, and also taking photos of that day. 
And, when I got the photos back and looked at them, and thought ‘Well I could do 
better here’ or ‘This look wasn’t right’, things snowballed really. So I suppose. I’ve 
seriously been cross-dressing for about five years.
6. How would you describe ******?
(Pause) As far as my life is concerned, ****** for me is like collecting stamps. It’s a 
hobby. She exists for a very brief period of time, each month or whenever, a number 
of times a year. But when she does exist, it’s very intense. It’s usually for a reason, to 
do something, go somewhere, buy something, photos, restaurant or whatever. It’s 
usually planned and it’s usually of a style that is, the style that I want to see to be 
portrayed, so you know, my trademark is the hair and the long legs. Others have other 
characteristics they want to accentuate, but that’s really ******. And really it’s very 
short-lived and very intense. But when it exists it exists to the full, it’s very intense.
7. And how would you describe ******'$ ‘look’?
Ah well that’s a trademark look. I suppose the, you know if you were to sort of 
categorise it as a sexy secretary type look, that would be the nearest you could get. 
Ninety percent of my clothes... this is probably the longest skirt I’ve got, so...yeah. 
And these are probably the smallest heels I have. But that doesn’t mean that I can’t 
come here, in six-inch heels and a micro-mini skirt and not look out of place. That’s 
the trick, because I can tone down the rest of me, to be, to compensate for perhaps a 
very short skirt or very high heels. So I can go, you know, shopping out today, which I 
have been, and a meeting in another cafe, totally unnoticed. All people see is perhaps 
a girl with long legs and nothing else. And the hair also is a trademark. When you put 
on a wig like this, it’s very much ******’s wig. If I, until, they do all the make up 
first, and then they put the wig on, the wig goes on last, and ****** doesn’t come to 
life until the wig goes on. It makes all the difference. This wig is very much a wig 
which is not uniform, it hasn’t got a parting or a style that sets, so that it’s very much 
natural. So besides the very high heels and very short skirt, the rest of it is very 
natural.
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8. How would you describe her character?
(Pause) It’s quite hard to describe, because, well it’s quite hard to visualise a character 
because it all happens in such a short term. You know, it’s short bursts, so in a way 
she doesn’t really have a lot of character. She has likes and dislikes. She has things 
she likes to go and do and wear and be at, and people to meet. But erm, in terms of a 
personality of traits, where you have mood swings or dislikes and likes, other than sort 
of material things, the character doesn’t last long enough to develop that really. So it’s 
not as if, erm, as soon as I take off all my clothes and make up and wig and everything 
else, and go back to my male self, there isn’t a transformation of my character. It’s 
just really the appearance and how I go out and about.
But having said that, the one thing that ****** has, is, as ******, she doesn’t have the 
baggage of life. So in a way, I can go out as ****** for four or five hours, and ***** 
has no history or...or problems as ******. Whereas, you know, you may have the 
day-to-day worries of life, what’s going on in the world, even the most simplest 
things, you know err, a lot of work, pressure of work say for example. Being ****** 
is a total mind dump in a way. I can go out and totally drain my mind of everything 
that’s going on in the rest of my life, and for four or five hours, it is totally numbed. 
It’s taken out. It’s almost like going fishing in a way, I suspect, where you sit there by 
a riverbank and all you’re looking at is the passing of the water. It’s the same thing 
here, you know, the worries of life or the concerns of life aren’t with you at that time. 
And then when all this make-up comes o f f ... then you’re back to normal, you know, 
back into your normal swing of life. You know, when I’ve finished with you guys 
today and done a bit of shopping. I’ll go back and get cleaned up, and I’ll probably be 
going back into my office for a couple of hours. So, you know, life goes back to 
normal. There’s no erm, while I say about a high pressure job, there’s no erm. I’m not 
doing it for any other reason than I, to...to get AWAY from that. I’m not trying to 
actually escape from my male life. I’m actually just taking time out for a couple of 
hours.
As you said a hobby.
Yeah, exactly. Yeah, I mean to me it’s like collecting stamps. I’m not trying to make a 
statement. I’m not trying to ah, do this all the time. For me that wouldn’t work. It’d 
take the fun out of it. A short, sharp, intense, fun couple of hours and then I’m quite 
happy to go back for a couple of weeks or however long I want to go back, before I do 
it again.
9. How would you describe behaviour?
(Pause) Well, I’d like to think (laughing) ‘normal’, in inverted commas. Obviously, 
mainstream society would suspect that my behaviour, err err, would see my behaviour 
as being ****** for a short period of time perhaps not normal, or with suspicion, but I 
don’t mix the two. So my male self and my female self don’t actually, the two 
communities don’t, don’t ever meet. So, erm... That doesn’t really answer your 
question thought does it? Say your question again.
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How would you describe ******’§ behaviour?
As ****** I suppose I like to see her behaviour as a girl or woman as perfectly 
normal. I’m not trying to necessarily shock anybody or be outrageous. Okay the fact 
that I like short skirts and high heels is, if you like, the driving force behind wanting to 
be ******, which some may find a bit shocking, but, you know, there’s plenty of 
other people going around with short skirts and heels on, just they’re probably bom as 
female rather than as male. But in behavioural terms, no, I don’t see any need for any 
traits as ****** that I shouldn’t be able to employ in the rest of my life.
10. What do you think has influenced ******? Where do you think your ideas 
about * * * * * *  came from?
Well certainly it was the look. You know, I err, to some degree by accident, err, went 
err out, as ******, outside the closed confines of a makeover shop, and found that I 
could carry it off. But of course, before that it was really erm, erm, the fact that I 
wanted to achieve this, you know, look of high heels and short skirt. I liked, sexually, 
the high heels and short skirt. So erm, when I found I could wear the high heels and 
short skirt, better than some girls (laughing), erm, it was a buzz, it was a real, you 
know it was a real, sort of adrenalin rush. It’s almost like, erm... The easiest way to 
describe it sometimes is, going out for ******, for five hours, is almost like having 
sex for five hours. I come back and I am totally exhausted. It doesn’t replace that, nor 
do I wish it to, but that’s the nearest I can get to it. If I’m aroused by a girl, it’s 
normally because I’ve seen a girl wearing really, she’s got a really nice pair of legs, 
and when I realised I could be that girl, erm, it basically fulfils an, an inbuilt desire, 
that’s not dependent upon anybody else. So there we are.
11. We all experience various challenges and difficulties. Do you think there are 
any particular difficulties that women face, or that men face, or do you think 
men and women face the same difficulties?
I think largely we all face the same difficulties as modem day life, erm, is a rat race, 
whatever you’re doing in life. There may be different degrees of things and different, 
erm, perspectives, but we all have a lot of difficulties. As going out as ******, 
compared to my male self, erm, obviously there are some physical limitations, that I 
obviously experience which I would be careful about. I don’t go running for a bus in 
high heels! So, you know, it’s knowing what you’re doing and where you’re doing it 
and, and the way you sort of dress for the occasion and such like, so there’s that sort 
of scenario, but I don’t think that’s really what you’re looking at there. I think it’s 
really, err, Ts this trying to get away from any particular difficulties as a male self, err, 
to a female self?’ and I’m not really, I don’t really see into that at all. I’m not really 
erm, err, trying to make a statement or escape from something. I’m just doing this as a 
hobby that I like doing. As I say, you know, it pleases me to do so occasionally.
12. Can you describe to me your ideal woman? You might want to talk about a 
real person, or attributes that you find appealing.
Well, I suppose I’ve already said this on numerous occasions, so...
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High heels and short skirt?
It would, yeah. So a nice pair of legs, but it doesn’t have to be over the top. It can still 
be quite elegant, in high heels and a short skirt if you’ve got the rest right. So it 
doesn’t mean that you know, one goes for the sort of erm, the view of a prostitute or a, 
err, someone who’s trying to be rather flash all the time. I suppose you know, in terms 
of role model, there are certain women who I find very attractive. It could be because, 
as much as anything else, not just their personality. You think of the showbiz stars for 
example, pop idol people, people like Kylie Minogue, Claudia Schiffer, err, are not 
only attractive but they do seem to have a personality, that comes across fairly 
genuine. Which is quite ironic when you think how, how great a fraud I am, being like 
this. But no, I do like those sort of looks. For example, some of Claudia Schiffer err, 
photos she did for H&M, erm, a couple of years ago, we, the poses we actually 
mimicked in a photo shoot. So, you know, I do tend to look to see, erm, what’s 
fashionable and what personalities go with it. Certainly those sort of females... Liz 
Hurley is very attractive. Some of the things she wears I’d love to wear, but I’m afraid 
it’s not quite physically possible. Got to know your limitations. So, yeah, there are a 
few.
13. Can you describe to me your ideal man? Again you may want to talk about a 
real person, or attributes that you find appealing.
I think perhaps, you know, think of that in terms of ******, we don’t have an ideal 
man, because I’m not out to attract a man as ******. But if I were, then basically I 
suspect it would be someone who’s quite tall, because I’m always in high heels, so 
unless he can sort of put up with a girl in six inch heels by his side and not look 
dwarfed, then he has to be quite tall. But other than that, probably, the, err, a clean 
appearance. I’m not attracted by anyone who is, err, not looking after themselves. If 
they are unwashed, unclean and not really taking much care of themselves, then I 
think that would be a definite minus point. Whereas someone who looks after 
themselves and you can see they look after themselves, err, is a definite plus point.
And that goes for either gender really.
So, my ideal man, you know, I couldn’t say a blond Arnold Swarzenagger or 
something like that, because it wouldn’t be the case, but err, in terms of physical looks 
anyway. Again in personality terms, as ****** again I’ve never really looked for a 
male companion, although I do have some male fnends who know me as ******. So, 
for example my photographer, and err, you know, he’s late thirties, blond, but he’s 
easygoing, he’s seen all sorts of things in his photographic career so he, you know, it 
doesn’t shock him. The fact he does loads of photo shoots with me is no real 
difference to doing it with any other person. So I suppose someone who’s got an open 
mind. Especially as ******, because if someone accepts you as just seeing you.
Coming here for example, the guys will always say hello and that, because they’re 
used to seeing girls like me here. Whereas if go somewhere else then they can be quite 
horrified, perhaps because not knowing you know. And that I would dislike, because I 
know you actually afterwards realise well, hold on, you know, it’s only another 
person, their money is just the same as everybody else’s money. Funny enough, shops 
are quite good now. Many shops around London here, I can go shopping in without
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any problem whatsoever. Because they realise my money for example is exactly the 
same colour as everybody else’s. That’s probably about it as far as the men are 
concerned.
I was just wondering, I was intrigued... Earlier on in the interview you were 
talking about erm, that men and women have different approaches-1 think that’s 
what you said- in life. What would you say their different approaches are?
I think women are far more intuitive, err, more, err, go.. .they approach things straight 
away, whereas a man would step back and think and perhaps be more logical. That’s 
the sort of thing I’d have been thinking about. I can’t think of anything else as such.
What else do you want to know? If you want to ask anything else, you know...
Have joM got any questions?
.. .or if you want to clarify anything.. .Someone asked me once before, a long while 
ago, how do I equate my male life and my female life. The way I can describe it is, 
okay, that is my male life, going along that line there, the white bit, and that’s my day- 
to-day life. Occasionally I go as ******. The two never see each other. They’re on 
different sides of the card there. The only person in the comer there is me. So, my 
day-to-day life carries on and everything happens as normal and just once in a while, I 
go up this avenue. That’s the way I describe it. So ******’§ just really a err, a short 
period, intense period as ******, and then it’s back to a male life.
What makes you decide to go up that route? Because you said that it could be 
two or three weeks, is there anything in particular that...
You could say I get withdrawal symptoms occasionally, like I’ll just have a, a time out 
and do this. And I suppose from a sexual point of view that’s tme, because you feel, 
erm. I’ve not done this for a while, in that period. You may feel you want to do it, 
sexually, because you want to be sexually aroused, or you know, you’ve not been like 
that for a while. That’s that sort of side of it, but there are other things. I do a lot of 
err, photo shoots, articles and modelling and things, so obviously I’ve got those sort of 
things being lined up and that’s a great buzz, you know, it’s a real sharp burst. So 
there is that, and erm, quite of ten, you know, the two, in terms of times scales suit. 
But, because it’s quite intense, I won’t go out as ******_ you see I go out as ****** 
outside the normal trannie environment. Many trannies will only do this at home, or in 
a confined environment, you know, a specialist club or whatever. They won’t go 
shopping on Oxford Street, which I will do. So to do that you’ve got to be very much 
psyched up to knowing what you’re doing. Knowing your limitations, and being 
prepared for it. Because let’s face it, erm, someone could quite easily sort of say 
‘That’s a bloke dressed up as a woman’. And how would you cope with that scenario, 
walking down the middle of Oxford Street? You know, a couple of football supporters 
fall out of a pub and sort of go...So you’ve got to know how to deal with that.
136
Qualitative Research project
How DO you deal with that?
ITl tell you in a minute. Ask me that question in a minute. So, when I . . .feel the need 
to go as ******, it’s both, you know the sexual desire to do so, the opportunity in 
terms of going somewhere, doing something or whatever. I won’t just do it for the 
sake of doing it. There’s got to be a reason for going out and doing it. And that’s 
actually part of the answer. And.. .besides mentally psyched up and the reason for 
doing it, also physically. For example if I’ve come out in spots or something silly, I 
think, ahh, you know, I’m not going out. Because going out, you know, putting the 
make up on, doing my nails and everything else, you’ve got to, you know, be, sort of 
fairly well.. .really be in good condition to do it, if  you like. If I tried to do this 
makeup two or three days in a row, my skin would go haywire, because I . . .The 
shaving I did to put this on in the first, have this put on in the first place, is very very 
close. If you shave your skin that close three or four days in a row, or whatever, you 
know, it would just be a mess. So, it’s normally one offt planned events. So, you 
know, my skin will take three or four days to recover from this. So there’s those sort 
of limitations as well. And also you know, let’s face it. I’m going out in heels and 
whatever. I’d be absolutely shattered at the end.
I did a, erm, a...a photo shoot with a photographer, as a reporter. I was actually 
writing some articles for some magazines and internet sites and a fashion show in 
Kensington High Street, at the Commonwealth Institute. So we got there at erm, about 
eleven, and left about three, and I was wearing six-inch heels. Not platforms, just 
straight six-inch stilettos. Now, when you’ve been wearing six-inch stilettos for four 
hours, even though I do .. .[not able to hear audiotape].
Bit of cramp in the old calf muscles?
No, funny enough, no it’s mainly err.. .calf muscles are alright for me, it’s more the 
balls of my feet that most hurt. You’ve got to be careful on your ankles, because of the 
steps and things, as well, so you’ve got to be careful of your ankles on steps, in six- 
inch stilettos, but otherwise I’m all right. You know, I can go out partying all night in 
six-inch stilettos.
Wow!
Six inches is about the limit. I’ve got seven inch ones, which err, we use in, in the 
studio, but you, you take two steps and you can fall over in a heap. So you know, 
you’ve got to know your limitations a little bit. But err, you know, some of the studios 
shoots, or even on location- The Docklands shoot we did was with seven-inch stilettos 
for a while. Plenty of handrails and things to hold onto (laughing). But yeah, saying 
about how, you know if I go out and about, erm.. .1 like to think that I’m sufficiently 
convincing. That dressed like this, people okay people like looking at girl’s legs, let’s 
be honest. In a way if I wanted to be totally anonymous, I would be wearing a far 
longer skirt and, well, flatter heels. That’s not the reason ****** is about. You know 
about- she likes high heels and short skirts. So you try and taper that in with 
everything else you’re wearing. So, you know, apart from anything else, it’s quite 
mundane and low key, but smart and everything else.
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But if I’m out and about and that happens, normally you just look straight thought the 
people, because.. .I’m always going out and about for a reason. I’m either going here 
to there to do some shopping, coming to be meet people, maybe, you know, like 
yourselves, or going to a photo shoot. I’m coming out for a reason. So first of all I’ve 
got a purpose for doing it. I’m not walking aimlessly down the street. If you’re 
walking aimlessly down the street, as a boy pretending to be a girl, you are just that. 
But if  I go out as ****** for a reason, ******’g going to go shopping, ******’g going 
to meet some people, or doing a photo shoot: a) you’re doing- you’ve got a purpose, 
so you’re there to do something. So you’re seeing straight through these people. And 
the other thing is that someone could actually say that, and sort of ‘horror’, but you 
don’t react at all that’s the thing. You just think ‘Oh, they must be talking about 
somebody else’.
Because you’re * * * * * *
That’s right. As soon as you react, then you basically, a) confirm their suspicion, but 
b) perhaps draw attention to yourself. Whereas erm, if  you can really think that these 
people must be talking about somebody, you know, two paces behind me: It’s nothing 
to do with me. And the fact that you’re just totally nonplussed by it at all, and you 
carry on doing what you intended to doing the first place, because you’ve got a reason 
for doing it, makes it so much easier. Simple as that.
There are situations where it does cause a problem. I was on a bus once, as ******, 
going to a shoe shop in Holloway, Holloway Road, and erm, in front of me was a 
pensioner, and a chap sitting next to him, and there was a girl sitting next to me. As 
the pensioner got up, the bloke sitting next to him was picking his rear pocket, taking 
his wallet out. Now, what do you do then, when you’re a guy dressed as a girl, err, 
you’re seeing this? Well, what I did basically, err, there’s no way you could let that 
happen. So I grabbed the guy’s arm, just as the girl next to me shouted out. So he 
dropped the wallet and the old boy picked it up, and the guy who was picking him got 
off the bus, because it was just stopping at the stop and the doors were opening, and so 
basically.. .[End of tape].
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Abstract
The current research was designed to address three objectives: (1) To assess whether 
rehabilitation within a service for people with severe and enduring mental health 
needs resulted in lower Health of the Nation Outcome Scales (HoNOS) scores; (2) To 
assess the effects of length of rehabilitation period on HoNOS scores; (3) To evaluate 
the concurrent validity of HoNOS. The study utilised a Repeated Measures design. 
Two members of staff participated. Data for sixteen clients was employed (fourteen 
for the first and second objectives, six for the third). The main outcome measures 
were: (1) HoNOS scores at three time points; (2) Relationship between number of 
weeks at rehabilitation service and HoNOS scores; (3) Relationship between HoNOS 
scores and Global Assessment Scale (GAS) scores. There was a significant difference 
between HoNOS scores at time zero and time two. There were no significant 
associations between number of weeks of rehabilitation and HoNOS scores. No 
relationship was found between GAS and HoNOS scores. Results suggested 
effectiveness of rehabilitation over an extended period (particularly for symptoms).
No linear relationship between duration of rehabilitation and outcome scores was 
evident. Concurrent validity for the newer measure was not adequately demonstrated. 
The findings from the current study are discussed in the context of previous research, 
along with clinical and theoretical implications.
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Introduction
In Health o f the Nation (Department of Health, 1992,1993), the government stated 
their aim "to improve significantly the health and social functioning of mentally ill 
people". The Health of the Nation Outcome Scales (HoNOS: Wing, Beevor, Curtis, 
Park, Hadden & Bums, 1998) were designed specifically to assess how far this target 
was met. The rationale for the development of this new instmment was that a tool 
brief enough for routine use, yet covering an adequate range of clinical and social 
functioning was not available (Wing et al, 1998; Stein, 1999). HoNOS were to enable 
baseline data collection, as well as detection of changes in the health and social status 
of mental health service users.
HoNOS consists of twelve items, covering affect, behaviours, symptoms and 
cognitive, physical and social impairment. Field trials of HoNOS sought to ensure 
high levels of reliability and validity (Wing et al, 1998). The final version of the 
measure was demonstrated to have good or very good reliability for ten out of the 
twelve items. The remaining two items had acceptable reliability (Landis & Koch,
1977, in Wing et al, 1988). Concurrent validity was also illustrated by comparing total 
and sub-scale HoNOS scores with criterion measures (Wing et al, 1998).
Although the developers of HoNOS reported good psychometric properties, they 
recommended further assessment of the instmment (Wing et al, 1998). Audin, 
Margison, Clark & Barkham (2001) found HoNOS to be of limited use in routine 
clinical practice within community and outpatient psychotherapy services. Clinicians 
in these settings felt that the instmment did not adequately cover the range of
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presenting difficulties they encountered. In addition, HoNOS was found to be 
sensitive to change on only three items (items 7, 8 and 9). Sharma, Wilkinson & Fear 
(1999) also reported insensitivity to change relative to a criterion instrument, when 
they compared changes in scores on HoNOS with those on the Clinical Global 
Impression Scale (CGI: Guy, 1976, in Sharma et al, 1999).
Other studies have called the validity of HoNOS into question. Bebbington, Brugha, 
Hill, Marsden & Window (1999) found “serious problems” in routine use of HoNOS. 
They suggested that the instrument did not assess symptoms and that items were too 
broad. Amin, Singh, Croudace, Jones, Medley & Harrison, (1999) reported that social 
items on HoNOS had low concurrent validity with standard measures. They advised 
either excluding these items altogether or conducting separate analysis of social 
factors.
In view of the reported limitations of HoNOS, the current study was devised to assess 
the performance of the instrument in a NHS rehabilitation service. Sharma et al (1999) 
demonstrated that improved (i.e. lower) HoNOS scores were significantly related to 
being an inpatient, with a diagnosis of psychosis or affective disorder. These client 
characteristics describe the current sample. Wilkinson, Williams, Krekorian et al 
(1992, in Sharma et al, 1999) attested to the effectiveness of rehabilitation with this 
client group. Team members involved in the current study wished to investigate the 
effectiveness of the service. HoNOS had been used routinely within the service for 
two and a half years, in line with government recommendations. The current study 
was deemed to be good practice, in terms of service monitoring.
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Aims
1) To assess whether a four-month period of rehabilitation within a service for people 
with severe and enduring mental health needs results in lower HoNOS scores.
2) To assess the effects of length of rehabilitation period on HoNOS scores.
3) To evaluate the concurrent validity of HoNOS.
Hypotheses
1) Rehabilitation reduces HoNOS scores.
2) The longer the rehabilitation period, the lower the HoNOS scores.
3) HoNOS correlates significantly with the Global Assessment Scale (GAS: Endicott, 
Spitzer, Fleiss & Cohen, 1976).
Method
Design
Hypothesis One employed a repeated measures design. The independent variable was 
the time point during each individual’s residence at the service. The dependent 
variables were total and sub-scale HoNOS scores.
Hypothesis Two utilised correlation. The independent variable was the number of 
weeks spent at the service. Most recent total and sub-scale HoNOS scores were the 
dependent variables.
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Hypothesis Three also used correlation. The two variables involved, HoNOS and GAS 
scores, were both dependent in this case.
Setting
Data was collected from a residential rehabilitation unit for adults with severe and 
enduring mental health needs. A multidisciplinary team comprised of nursing, 
occupational therapy, speech and language therapy, psychiatry and psychology 
provided intervention.
Participants
Clients for Hvpothesis One and Two
The fourteen clients selected were those with four months continuous HoNOS data 
recorded, during the most recent phase of their rehabilitation. This time period 
maximised the sample size whilst ensuring clients who had resided at the service for a 
substantial period were included. The male to female ratio was 9:5. The clients’ mean 
age was 38.79 years (Range 23 to 64 years). Ten clients had a primary diagnosis of 
Schizophrenia, three of Bi-polar Affective Disorder. The remaining client was 
diagnosed with Borderline Personality Disorder. Ethnicity was not recorded by the 
service.
Clients for Hvpothesis Three
The six clients residing in the service at time one were included. This was the 
maximum sample size at the time of the study. Three of these were included in 
hypotheses one and two above. There were three males and three females. Their mean
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age was 44.5 years (Range: 34 to 64). Five had a primary diagnosis of Schizophrenia, 
one of Bi-polar Affective Disorder.
Staff for Hvpothesis Three
Two service team members rated the GAS instrument. These individuals were from 
different disciplines, namely Nursing and Occupational Therapy.
Materials
Health of the Nation Outcome Scales
HoNOS were developed by Wing et al (1998). HoNOS consists of twelve items, each 
with a five point Likert scale for rating by informants (Appendix One). The scales 
range from 0 (no problem) to 4 (severe to very severe problem). The maximum total 
score possible is 48. High scores represent greater clinical difficulty. Within the 
twelve items, four sub-scales can be identified: Behaviour, Impairment, Symptoms 
and Social factors (Appendix Two).
The Global Assessment Scale
GAS (Endicott et al, 1976) is an instrument for assessing overall mental health status 
(Appendix Three). High scores represent better health and social functioning. The 
week prior to the assessment is typically evaluated. This measure is simple to use and 
requires a single rating. Endicott et al (1976) demonstrated reliability coefficients of 
the GAS from 0.69 to 0.91. Moderate correlations with established measures 
suggested acceptable concurrent validity. The GAS was also shown to be sensitive to 
change (Endicott et al, 1976).
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Procedures
Hvpothesis One
HoNOS scores were all recorded at client case conferences, as recommended (Wing et 
al, 1998). Specific team members consistently attended these meetings. It was 
therefore assumed that this data had been collected in similar conditions across clients. 
Scores were extracted for clients who had continuous data for a sixteen-week period. 
Scores at the first case conference were also noted. Clients were assigned numbers at 
the outset of the investigation, to preserve anonymity.
The number of months between time zero and time one varied fi-om two to thirty 
eight. There were sixteen weeks between time one and time two for all participants. It 
was felt that the most recent data would best reflect the effectiveness of the 
rehabilitation. The particular points in time were not constant for all clients, for 
example time one for a certain individual was January 2002, but for another was 
November 2000. As the staff and interventions remained consistent during this period, 
it was assumed that effects of rehabilitation would be the same. One client had four 
months of continuous data that began with their initial HoNOS score, so data for this 
individual were only included in the analysis of time one and time two. Consequently, 
sample sizes were unequal (13 at time zero, 14 at time one and time two).
Hvpothesis Two
A test of correlation was performed between the number of weeks spent at the 
rehabilitation service and the most recent total and sub-scale HoNOS scores.
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Hypothesis Three
Two team members gave GAS ratings for the six resident clients at time two. They 
were asked to complete the task independently, in order to assess inter-rater 
agreement. This was investigated prior to comparison with the HoNOS scores. It was 
expected that GAS scores could be recorded again for the same clients sixteen weeks 
later. This was not possible, as three of the clients were discharged in the interim.
The GAS raters were informed that the task would take up to 30 minutes. They were 
notified that it would involve giving a single, overall rating of each client’s level of 
functioning. A written guide for GAS was provided (see Appendix Three) and clients 
were rated in random order. Raters were required not to discuss the scale or the 
recorded scores. The two sets of GAS ratings were obtained two days apart. GAS 
ratings could not be obtained on the day of client case conferences (i.e. when HoNOS 
were completed).
Main outcome measures
1. Comparison of total and sub-scale HoNOS scores at admission (time zero), 
baseline (time one) and four month follow up (time two). Friedman test followed 
by Wilcoxon tests as appropriate for total and sub-scale HoNOS scores to 
investigate hj'pothesis one.
2. Correlation of number of weeks at rehabilitation service with total and sub-scale 
HoNOS scores to examine hypothesis two.
3. Correlation of sub-scale and total HoNOS scores with two sets of GAS scores at 
time two to address hypothesis three.
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Results
Non-parametric statistics were used because the study employed ordinal data and the 
sample sizes were small.
Hypothesis One
Total HoNOS
The median and standard deviation of total HoNOS scores at time zero, time one and 
time two are shown in Table 1. The median is displayed because the data was at an 
ordinal level and the samples at time one and time two had more than two modes. A 
slight downward trend in total scores over time is shown.
Table 1: Median and standard deviation of total HoNOS scores
Time zero Time one Time two
Median 12 9 7.5
SD :T29 2.65 2.84
A Friedman test was used to analyse the above data. There was a significant 
difference between two of these time points (%/ = 6.533, p<0.05). Therefore, 
Wilcoxon tests were performed to discover where this difference lay. A significant 
difference was found between time zero and time two (W = -2.728, p<0.01). Neither 
the Wilcoxon test between time zero and time one (W = -1.379, ns), nor between time 
one and time two (W = -0.879, ns) was significant.
Sub-scale HoNOS
The median sub-scale HoNOS scores for time zero, time one and time two are shown 
in Table 2. The table shows a downward trend for three of the sub-scales, but the
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Behaviour sub-scale shows a slight increase over time. As the values are all very 
small, it is difficult to make any assumptions about this raw data.
Table 2: Median HoNOS sub-scale scores
Time zero Time one Time two
Behaviour 0 0 0.5
Impairment 2 1 1
Symptoms 4 3.5 3
Social 4 3 2.5
Scores for each sub-scale were evaluated using Friedman tests. The three Friedman 
tests for the Behaviour, Impairment and Social sub-scales were not significant. The 
Friedman test for the Symptoms sub-scale was a significant result (p<0.01). The 
calculated test statistic for each sub-scale is shown in Table 3. Further analysis using a 
Wilcoxon test showed a significant difference between time zero and time two for the 
Symptoms factor (W = -2.728, p<0.01).
Table 3: Friedman tests for HoNOS sub-scales at time zero, time one and time two
Test Statistic Probability
Behaviour Xr^  = 0.867 p = 0.648 (ns)
Impairment =2.053 p = 0.358 (ns)
Symptoms x / =8.390 p = 0.015 (significant)
Social Xr^  = 4.108 p = 0.128 (ns)
Hypothesis Two
Total HoNOS
The relationship between most recent total HoNOS scores (time two) and the number 
of weeks spent in rehabilitation was investigated using the Spearman’s rank order test 
for correlation. The result was not significant in this case (rg = -0.149, ns).
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Sub-scale HoNOS
The Spearman’s test for correlation was also applied to the most recent sub-scale 
HoNOS scores and number of weeks spent in rehabilitation. None of the results 
reached significance. The correlation coefficients for the four sub-scales are shown in 
Table 4.
Table 4: Spearman’s Correlation coefficients for HoNOS sub-scales and number of 
weeks rehabilitation
Correlation coefficient Probability
Behaviour rg — -0.057 p = 0.847 (ns)
Impairment rg = -0.464 p = 0.095 (ns)
Symptoms rg = -0.083 p = 0.779 (ns)
Social rg= 0.113 p = 0.702 (ns)
Hypothesis Three
The raw scores for the GAS ratings by both members of staff in January 2002 are 
shown in Table 5. Total HoNOS scores are also shown. Rank order is shown in 
brackets, from 1 to 6, where 1 is the most favourable assessment. There are large 
discrepancies between GAS ratings for clients 4 and 5.
Table 5: Raw GAS scores and total HoNOS scores
Client GAS Rating One GAS Rating Two HoNOS score
1 28(5) 30(5) 7(2)
2 50(3) 51(3) 10(3)
3 32(4) 2100 14(6)
4 25 (Q 80(1) 10(3)
5 53 GO 33 00 13(5)
6 75 (1) 65 GO 3(1)
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GAS scores from both members of staff were analysed using correlation, to establish 
the degree of inter-rater agreement in this study. The results of the Spearman’s test for 
correlation between the two sets of GAS ratings were not significant (rg = 0.029, ns).
Total HoNOS scores at time two were assessed using Spearman’s test for correlation, 
to investigate concurrent validity with the GAS ratings. Neither the first (rg = -0.174, 
ns) nor the second (rg = -0.493, ns) of these Spearmans’ tests for correlation were 
significant.
Sub-scale HoNOS scores were employed in the final analyses, again using 
Spearman’s test for correlation. GAS ratings made by the first member of staff did not 
correlate with any of the HoNOS sub-scales. There was a significant positive 
correlation between GAS ratings from the second team member and the Impairment 
sub-scale. These results are given in Tables 6 and 7.
Table 6: Correlation between GAS scores from Rater One and HoNOS sub-scales
Sub-scale GAS Rating One Probability
Behaviour rg= -0.059 p = 0.912 (ns)
Impairment rg= 0.098 p = 0.854 (ns)
Symptoms rg = -0.147 p = 0.781 (ns)
Social rg=-0.174 p = 0.742 (ns)
Table 7: Correlation between GAS scores from Rater Two and HoNOS sub-scales
Sub-scale GAS Rating Two Probability
Behaviour rg = -0.412 p = 0.417 (ns)
Impairment rg= 0.878 p = 0.021 (significant)
Symptoms rg= 0.118 p = 0.824 (ns)
Social rg = -0.493 p = 0.321 (ns)
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Discussion
To investigate whether rehabilitation for people with severe and enduring mental 
health needs resulted in lower HoNOS scores, data from three time points were 
analysed. There was a significant difference between total HoNOS scores at admission 
and most recent data. There was no significant difference between an interim measure 
and either admission or follow up. This indicated that total HoNOS scores were 
reduced by an extended period of attendance at the rehabilitation service.
Analysis of HoNOS sub-scales revealed a significant, difference between admission 
and follow up for the Symptoms factor. Scores from the remaining three sub-scales 
showed no significant differences over time. This suggests that the service is most 
effective in reducing symptoms of psychosis. An alternative explanation is that the 
Symptoms sub-scale is most sensitive to change. This is consistent with previous 
findings (Wing et al, 1998; Audin et al, 2001; Sharma et al, 1999).
The relationship between total HoNOS scores at the follow up condition and the 
number of weeks spent in rehabilitation was not significant, but was in the expected, 
negative direction. This suggests that although HoNOS scores show a downward trend 
over time, the service does not impact on every client in this way. This corresponds to 
the fact that some clients are transferred to acute psychiatric wards from the service.
In addition, lack of a linear relationship between the two variables could reflect the 
fact that clients display episodic difficulties, which would affect the results of analyses 
seeking correlation (Bebbington et al, 1999).
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No significant associations were found between number of weeks within the service 
and any of the four HoNOS sub-scales. The Social sub-scale showed a weak 
association in the positive direction, whilst the other three sub-scales had negative 
relationships, as expected. Wing et al (1998) found item 12 within the Social sub-scale 
to have the lowest reliability coefficients. This would suggest that the social sub-scale 
is least reliable. Subsequent research has also cited poor reliability of the Social sub­
scale (Amin et al, 1999; Orrell, Yard, Handysides & Schapira, 1999). This could 
partly explain the unexpected direction of the relationship with the Social sub-scale.
To evaluate concurrent validity of HoNOS, total and sub-scale scores were correlated 
with two sets of GAS ratings. No significant relationship was found between total 
HoNOS scores and GAS ratings. Two main reasons for the lack of agreement between 
HoNOS and GAS scores can be suggested.
Firstly, as the individual GAS raters came from different professional backgrounds, it 
is likely that they focussed on different aspects of the clients’ functioning, which 
could explain the discrepancies between the GAS ratings for certain clients. In 
contrast, the team setting where HoNOS scores were collected required information to 
be pooled from many health professionals. This could have led to a more thorough 
assessment, as each clinician would provide information consistent with their area of 
expertise.
Secondly, as the raters were not familiar with the GAS instrument, a degree of 
measurement error could have occurred. This could have been evident in spite of both
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professionals receiving written instructions. The rehabilitation service has been using 
HoNOS in a multidisciplinary setting for over two years. Assessment by teams is also 
regarded as the most reliable way to score HoNOS (Wing et al, 1998).
Using HoNOS sub-scale scores, there was a significant positive correlation between 
the GAS ratings from one member of staff and the Impairment sub-scale. This positive 
relationship was unexpected, as clients with more impairment would be likely to have 
a high GAS rating but low HoNOS sub-scale score. The concurrent validity of the 
Impairment sub-scale has already been criticised by Bebbington et al (1999).
Inter-rater agreement on the GAS was investigated using correlation. The relationship 
between the two sets of GAS ratings was not significant. This is probably due to the 
small sample size, as the psychometric properties of GAS are well established. 
However, as the raters were unfamiliar with GAS, it may have been inappropriate for 
use as a criterion instrument. Future research could ensure that any secondary measure 
is administered in the same setting, at the same time as HoNOS.
The limitations of the present research are largely to do with sample size. Although 
many clients resided at the rehabilitation unit for over six months, their HoNOS 
records were often not complete. This may have been due to cancellations of 
particular case conferences, or might have been instances of HoNOS not being 
completed. With regard to the third hypothesis, the attrition rates were high, leading to 
a less thorough analysis of validity than planned.
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One implication of the current findings is that more resources could be invested in 
improving those areas that showed least clinical change: impairment, social and 
behavioural factors. Previous findings suggesting poor reliability of the Social sub­
scale have been given further weight by the current study. This might indicate a need 
for the structure of the Social sub-scale to be revised. Finally, the validity of the 
Impairment sub-scale has been called into question by the present research. This 
replicates a concern expressed by Bebbington et al, (1999). HoNOS may therefore be 
enhanced by further validation of the two items concerned.
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APPENDIX ONE: HoNOS glossary
Summary of Rating Instructions
1. Rate each scale in order from 1 to 12.
2. Do not include information rated in an earlier item except for item 10 which is an 
overall rating.
3. Rate the MOST SEVERE problem that occurred during the period.
4. All scales follow the format:
0 = no problem
1 = minor problem requiring no action
2 = mild problem but definitely present
3 = moderately severe problem
4 = severe to very severe problem
Rate 9 if not known
Example of HoNOS item:
9. Problems with relationships
Rate the patient’s most severe problem associated with active or passive withdrawal 
from social relationships, and/or non-supportive, destructive or self-damaging 
relationships.
0 No significant problems during the period rated.
1 Minor non-clinical problem
2 Definite problems in making or sustaining supportive relationships; patient 
complains and/or problems are evident to others
3 Persisting major problems due to active or passive withdrawal from social 
relationships, and/or to relationships that provide little or no comfort or 
support
4 Severe and distressing social isolation due to inability to communicate 
socially and/or withdrawal from social relationships
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HoNOS Score Sheet
1. Overactive, aggressive, disruptive or agitated behaviour 0 1 2  3 4
2. Non-accidental self injury 0 1 2  3 4
3. Problem drinking or drug taking 0 12 3 4
4. Cognitive problems 0 12 3 4
5. Physical illness or disability problems 0 12 3 4
6. Problems with hallucinations & delusions 0 12 3 4
7. Problems with depressed mood 0 12 3 4
8. Other mental & behavioural problems 0 12 3 4 
specify disorder A, B, C, D, E, F, G, H, I or J*
9. Problems with relationships 0 12 3 4
10. Problems with activities of daily living 0 12 3 4
11. Problems with living conditions 0 12 3 4
12. Problems with occupation & activities 0 1 2  3 4
Total 0-48
* Rate only the most severe clinical problem not considered at items 6 and 7 as 
follows:
A phobic, B anxiety, C obsessive-compulsive, D stress, E dissociative, F somatoform, 
G eating, H sleep, I sexual, J other (specify).
HoNOS: 1.3.96
Authors: John Wing, Roy Curtis, Anne Beevor 
Royal College of Psychiatrists Research Unit,
11 Grosvenor Crescent,
London SWIX 7EE
Commission & Funding: Department of Health
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APPENDIX TWO: HoNOS sub-scale structure
Behaviour sub-scale
Item 1 : Aggression
Item 2: Self-harm
Item 3: Drug & alcohol use
Impairment sub-scale
Item 4: Cognitive problems 
Item 5: Physical illness & disability
Svmptoms sub-scale
Item 6: Hallucinations & delusions 
Item 7: Depression
Item 8: Other symptoms (Specified A-J as above)
Social sub-scale
Item 9: Relationships 
Item 10: Activities of daily living 
Item 11 : Residential environment 
Item 12: Daytime activities
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APPENDIX THREE: GAS and Instructions
The sheet overleaf was given to the two GAS raters. Further verbal clarification was 
given as required.
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Global Assessment Scale (GAS)
Robert L. Spitzer, Miriam Gibbon, Jean Endicott
Rate the subject’s lowest level of functioning in the last week by selecting the lowest range 
which describes his functioning on a hypothetical continuum of mental health-illness. For 
example, a subject whose “behaviour is considerably influenced by delusions” (range 21-30) 
should be given a rating in that range even thought he has “major impairment in several areas” 
(range 31-40). Use intermediary levels when appropriate (e.g. 35, 58, 63). Rate actual 
functioning independent of whether or not subject is receiving and may be helped by 
medication or some other from of treatment.
100 No symptoms, superior functioning in a wide range of activities, life’s
I problems never seem to get out of hand, is sought out by others because of
91 his warmth and integrity.
90 Transient symptoms may occur, but good functioning in all areas, interested
I and involved in a wide range of activities, socially effective, generally
satisfied
81 with life, “everyday” worries that only occasionally get out of hand.
80 Minimal symptoms may be present but no more than slight impairment in
I functioning, varying degrees of “everyday” worries and problems that
71 sometimes get out of hand.
70 Some mild symptoms (e.g. depressive mood and mild insomnia) OR some
difficulty in several areas of functioning, but generally functioning pretty 
well, has some meaningful interpersonal relationships and most untrained 
61 people would not consider him “sick”.
60 Moderate symptoms OR generally functioning with some difficulty (e.g. few
friends and flat affect, depressed mood and pathological self-doubt, euphoric 
mood and pressure of speech, moderately sever antisocial 
51 behaviour).
50 Any serious symptomatology or impairment in functioning that most
clinicians would think obviously requires treatment or attention (e.g. suicidal 
preoccupation or gesture, severe obsessional rituals, frequent 
41 anxiety attacks, serious antisocial behaviour, compulsive drinking).
40 Major impairment in several areas, such as work, family relations, judgement,
thinking or mood (e.g. depressed woman avoids friends, neglects family, 
unable to do housework), OR some impairment in reality testing or 
communication (e.g. speech is at times obscure, illogical or irrelevant), OR 
single serious suicide 
31 attempt.
30 Unable to function in almost all areas (e.g. stays in bed all day), OR
behaviour is considerably influenced by either delusions or hallucinations,
OR serious impairment in communication (e.g. sometimes incoherent or 
21 unresponsive) or judgement (e.g. acts grossly inappropriately).
20 Needs some supervision to prevent hurting self or others, or to maintain
minimal personal hygiene (e.g. repeated suicide attempts, frequently violent, 
manic excitement, smears faeces), OR gross impairment in communication 
(e.g. largely 
11 incoherent or mute).
10 Needs constant supervision for several days to prevent hurting self or others,
I or makes no attempt to maintain minimal personal hygiene.
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APPENDIX FOUR: Evidence of Feedback to the Service
Surrey Oaklands WiSki
NHS Trust
Clinical Psychology 
Strathm ore House The Drive 
Brighton Road
EG/sg Banstead
Surrey 
SM7 IDE
30 August, 2002 Tel: 01737 277748
Fax: 01737 277751
Miss Vicky Lauté 
33 Homesarm Road 
HanwdI 
London 
W7 INR
Dear Vicky
Re; HONOS Project
Thank you for your presentation of your project to the multidisciplinary team on IS**" 
August 2002. I am pleased to say that this has been very useful for the members of 
the team and has been highly appreciated.
Best wishes. , <
Yours sincerely
DrE. Gilleard
Consultant Clinical Psychologist
Trust H eadquarters Oaklands House Coulsdon Road Caterham Surrey CR3 5YA 
DtVESTbRKPcnrLE : Tel 01883 33383S Fax 01883 383522
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Would there ever be a scenario in which a psychodynamic 
rather than a cognitive behavioural approach might be 
more appropriate in the treatment of obsessive-compulsive
disorder?
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Introduction
According to ICD-10 (World Health Organisation, 1993), obsessive-compulsive 
disorder (OCD) is diagnosed when either recurrent obsessional thoughts or 
compulsive acts are present. Obsessional thoughts are described as involuntary and 
almost always distressing. Compulsive acts or rituals are repeated l;glstereotyped 
behaviours that aim to prevent the individual from coming to, or causing harm. If 
compulsive acts are resisted, anxiety increases. The DSM-IV (American Psychiatric 
Association, 1994) definition characterises obsessions or compulsions as excessive, 
unreasonable, intrusive and causing significant distress. They may be very time 
consuming or interfere with daily life.
Many obsessions between individuals share common themes. These include 
contamination and dirt, disease and illness, death, violence, danger or harm and moral 
and religious issues. Compulsions also take similar forms across much of the clinical 
population. The most widespread types are to do with washing or cleaning and 
checking (De Silva & Rachman, 1992).
This essay is concerned with the psychodynamic and cognitive behavioural 
paradigms, with regards to OCD treatment. Kuhn (1962, cited in Comer, 1995: 30) 
has defined paradigms as theoretical frameworks having two components: a 
disciplinary matrix and a set of shared exemplars. The former refers to the basic 
assumptions underlying the psychological theory in question. For example, the 
psychodynamic paradigm assumes the existence of an entity known as the 
unconscious. An exemplar provides guidelines for practice and areas of research. The 
stimulus-response model within the behavioural paradigm is one such exemplar.
Yalom (1980, cited in Davison & Neale, 1994: 30) has offered an alternative 
interpretation of paradigms as “self-created wafer-thin barriers against the pain of 
uncertainty”. This definition acknowledges the fact that in reality, a single paradigm 
fails to capture the true extent of individual differences, in terms of explanations of
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abnormal behaviour and therapeutic effectiveness. Both of the above interpretations 
acknowledge the inherent bias and limitations of any one school of thought.
The classical, or Freudian, approach to psychodynamic treatment forms the focus of 
this paper. Initially, the cognitive behavioural model of OCD will be introduced. 
Subsequently, psychodynamic conceptualisations of the disorder will be reviewed. 
The evidence base regarding approaches to treatment from both paradigms will then 
be summarised and evaluated. A discussion of the scope for psychodynamic 
approaches will be presented, along with some limitations of cognitive behavioural 
therapy. An argument for integrative therapy follows, concluding with an overview of 
the current state of the field and possibilities for the future.
Cognitive Behavioural Theory
Origins of the Model
Originally, the behavioural and cognitive paradigms developed as distinct entities. 
Behavioural models are based on learning principles of conditioning. Classical 
conditioning occurs when objects or situations become associated with anxiety over 
time. Reinforcement after a particular behaviour can increase or decrease the 
likelihood of that behaviour being repeated. This is termed operant conditioning 
(Hawton, Salkovskis, Kirk & Clark, 1991). In panic disorder, escaping from a 
situation where physiological symptoms of anxiety are noted to be escalating can 
bring a rapid reduction in the fearful sensations. This form of negative reinforcement 
increases the probability that the person will leave or avoid the same situation in the 
future.
The cognitive paradigm views psychological disturbance as a result of dysfunctional 
evaluation of personal experience. Life experiences are thought to shape a person’s 
schemas, or cognitive structures of the world. Schemas in turn influence the way in 
which the individual interprets information. According to Aaron T. Beck, anxious 
individuals have a heightened sense of vulnerability. Their schemas are primed to 
relate to physical or psychological threats. This biased form of information processing 
is in keeping with the observation that “Men are disturbed not by things but by the
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views which they take of them” (Epictetus, cited in Beck, Rush, Shaw & Emery, 
1979).
In the behavioural school, the traditional stimulus-response model has been adapted to 
include thoughts as ‘covert behaviours’. Cognitive therapy also utilises techniques 
devised in the behavioural paradigm. Cognitive Behaviour Therapy (CBT) is now 
widely used throughout the NHS (Moorey, 1995, in Dryden, 1995).
OCD Model
The cognitive behavioural model of OCD has three main components (Hawton et al., 
1991). Firstly, obsessions are deemed to be conditioned thoughts, associated with 
anxiety over time. It is proposed that the anxiety would decrease if the thoughts 
persisted in the absence of further conditioning. In the disorder, however, anxiety does 
not reduce due to the presence of compulsions. These are viewed as purposeful 
behaviours or thoughts intended to stop the obsessions. This cessation may produce a 
reduction in anxiety or guilt. The anxiety relief is seen as reinforcing the compulsions. 
The third aspect of the model proposes that individuals learn to avoid certain 
situations. Avoidance can avert obsessions (and hence anxiety or guilt), so that 
exposure to the distressing thoughts declines.
Compulsions and avoidance both prevent the individual from exposure to anxiety 
provoking thoughts. Consequently, there is no opportunity to challenge the largely 
irrational fears invoked by their obsessions. Sometimes, the person is no longer aware 
of the original fear. This can occur when rituals occur habitually in trigger situations, 
without the obsession being present.
Cognitive theorists stress the fact that everybody has intrusive, upsetting thoughts 
(Salkovskis, 1996; Wilhelm, 2000). The way in which individuals construe these 
cognitions determines whether or not they take on an obsessional quality. OCD would 
only be present, if  the person concerned interpreted the thoughts in a way that 
suggested they were personally responsible for imminent harm to themselves or 
others.
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Cognitive behavioural treatment
CBT has only recently been applied to OCD. Prior to this, behavioural techniques 
were the treatment of choice (Wilhelm, 2000). Treatment success was highest for the 
behavioural strategies of exposure with response prevention (i.e. inducing obsessional 
thoughts but inhibiting compulsive behaviours).
CBT for this disorder begins with an agreement that the difficulties being experienced 
by the client may be of psychological origin. Clients often come to therapy believing 
that their trouble is that they are facing imminent catastrophe (Salkovskis, 1996). They 
are unlikely to attend treatment if  they see no alternative to this explanation. Clients 
are presented with an individually tailored formulation, based on the cognitive model. 
The conceptualisation offered is designed to be less threatening than the client’s own 
explanation of the problem. For example, if an individual has obsessions consisting of 
thoughts of violence towards others, the formulation would suggest that rather than 
actually being likely to carry out these actions, the person is anxious that they may do 
so.
Initially, the client’s own explanation is weighed equally with the cognitive model. 
Clients are encouraged to assess the two alternatives against their own experiences. If 
clients accept both points of view, evidence for and against each alternative can be 
gathered and evaluated. Clients are consequently required to consent to therapy that 
will focus on techniques to decrease or manage their anxiety, rather than on risk 
prevention strategies regarding the imagined violent behaviour.
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Once the client has engaged in treatment, the first task is to identify “key distorted 
beliefs” (Salkovskis, 1996). Examples include believing that no one else has intrusive 
thoughts, or that having a thought about an act means the act is likely to occur. 
Importance attached to intrusions can fuel beliefs about the need to control thoughts. 
Clients often believe that they are responsible for and powerful enough to either 
commit or prevent harmful acts. These beliefs about responsibility can be tested and 
challenged in early stages of treatment (Wilhelm, 2000).
Basic assumptions can be addressed as treatment progresses. Assumptions may refer 
to perfectionist standards and lack of confidence in making decisions. Behavioural 
experiments may be employed in order to test assumptions and related coping 
mechanisms. For example, the pointlessness of thought suppression is often 
demonstrated by asking the client to think of a particular object for a short period. The 
client is then instructed NOT to allow the object into their thoughts. Invariably, the 
target object appears involuntarily in the client’s mind (Salkovskis, 1996).
Throughout the treatment, the client’s original explanation of their symptoms is 
compared with the cognitive model. Evidence gathered in support of the psychological 
conceptualisation coincidentally refutes the previous, more threatening account. Using 
education about common phenomena, the clinician normalises client experience. 
Misinterpretations of such experience are then addressed. The cognitive structures 
underlying negative evaluations are modified in a collaborative process of information 
gathering. Finally, methods for coping with setbacks are established, minimising the 
likelihood of relapse (Wilhelm, 2000).
Psychodynamic theory
Origins of the model
Classical psychodynamic theory was conceived by Sigmund Freud (1856-1939), and 
provides the basis of all subsequent psychotherapeutic paradigms: for some as a guide 
and for others as a model to react against. Psychodynamic models are deterministic, as 
experience during an infant’s formative years is thought to shape the personality and 
have an effect on behaviour throughout life. Since parents provide the majority of
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environmental input in infancy, they are seen as the primary cause of future 
performance, either directly or implicitly (Smith, 1995, in Dryden, 1995).
Psychodynamic theories are based on the premise that emotions and behaviours are 
governed by the interaction of underlying psychological drives, of which we have 
little conscious awareness. Freud (1900) proposed three integrated systems to describe 
these forces: the id, the ego and the superego. These components are thought to evolve 
naturally, as a child progresses through particular developmental periods. Since he 
observed that infantile pleasure was gained from activities such as nursing, defecating 
and masturbating, Freud (1908) termed them ‘psychosexual stages’. Fixation at a 
certain stage of psychosexual development is thought to determine the manifest 
neurosis in later life (Smith, 1995, in Dryden, 1995).
The id, present from birth, obeys the pleasure principle. It is the most primitive aspect 
of personality, consisting of basic, completely selfish desires. It seeks instant 
gratification without regard for social norms. As a child leams to deal with simple 
social rules, the ego begins to develop. This facet of personality operates on the reality 
principle, delaying or diverting gratification of the id’s demands. The third phase of 
personality development is the superego. The superego imposes discipline on the ego, 
acting as its moderator. It is the moral sense, or conscience, that develops as the result 
of early conflicts. The superego incorporates parental values and judges the self 
against these standards. If the internalised values are upheld, the superego may 
generate self-esteem. If however, the superego ascertains that the self is falling short 
of these standards, feelings of tension are likely to arise (Comer, 1995).
The individual would be expected to suffer pervasive feelings of guilt or anxiety, as a 
result of conflict between the three facets of the psyche described above. Freud (1926) 
maintained that the ego tries to defend against this anxiety, using a variety of 
mechanisms. The central defence is repression. Painful or dangerous thoughts are 
repressed, in that they are not allowed to become conscious. Undoing is employed as a 
defence, in an attempt to atone for unacceptable desires or acts. This frequently 
manifests as rituals or compulsions. Engaging in behaviour that is the polar opposite 
of anxiety provoking impulses is labelled reaction formation. Another defence
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mechanism is isolation, where people are able to detach themselves from intrusive 
thoughts. Isolation can also mean avoiding thoughts that entice the person to commit 
acts considered taboo (Jacobs, 2001).
Since the id and superego are thought to be constantly at odds, a stable and acceptable 
compromise is necessary between basic desires or impulses and socially imposed 
constraints. This can only be achieved by the mediating ego. If conflict becomes 
excessive, the resulting tension is likely to lead to exhibitions of abnormal behaviour. 
The psychosexual stages each require the id, ego and superego to adjust their habitual 
patterns and forms of expression. New environmental demands may prove so stressful 
as to produce trauma, resulting in fixation at the pertinent stage.
OCD Model
The focus of attention on the control of anal muscles during toilet training, prompted 
Freud (1908) to term this the anal stage. The process can be very stressful, both for the 
parent and the child. In this first step towards self-control, the child realises that crying 
and rage does not always produce the desired result. Children also leam that they are 
able to inflict ‘hurt’ on others. The infant with an anal fixation will use tantrums and 
screams to get their own way. The adult who suffered trauma at the anal stage will be 
possessive, stubborn and over-independent. Obsessions may arise from the struggle to 
control themselves and their environment. Forbidden thoughts are repressed, leading 
to an inner compulsion for a ritual. It can be a physical or mental activity, provoked by 
repetitive and unwelcome thoughts.
During the next phallic stage, children become mindful of their sexual organs, and 
begin to derive pleasure from external objects. At the same time, they become aware 
of sexual differences. Young children may direct their new-found sexual impulses 
towards their parents. A small boy desiring his mother will feel intensely jealous of 
his father. He will wish to kill him, being envious of his power and sexuality. The boy 
is said to be experiencing the Oedipus complex. Similarly, a girl will develop an 
Electra complex, longing to sleep with her father and replace her mother. The 
resolution of these complexes is a critical stage in the development of the child’s
179
Adult Mental Health Essay
personality. Resolution is achieved by identification with the same sex parent. This 
can be seen as the early development of the superego.
The classical formulation of ‘obsessional neurosis’ originated in the case study of the 
“Rat Man” (Freud, 1909, cited in: Gabbard, 2001). Freud argued that anxiety 
experienced during the Oedipus complex compelled the individual to regress to the 
anal stage. This was linked to the process of toilet training. The defences used at this 
earlier stage, such as isolation, reaction formation and undoing, would again come to 
the fore.
OCD is seen as a battle between the id and the ego being played out explicitly. This 
battle develops when a child comes to fear its own id impulses. Anxiety is seen as a 
conflict between unacceptable id impulses and the constraints imposed by the ego and 
the super ego. It is argued that the obsession is the result of the id impulse breaking 
through the ego’s defence mechanisms. The ego then attempts to defend again, in the 
shape of the compulsion or counter thought. The act, or thought, is a means of 
repression, keeping the true source of anxiety at an unconscious level. The compulsion 
may also be seen as an effort to ‘undo’ or atone for a forbidden impulse. (Comer, 
1995).
Psychodynamic treatment
Treatment in this approach concentrates on the goal of uncovering past traumatic 
events, to enable resolution of the inner conflicts that occurred as a result. This form 
of treatment is termed an ‘insight therapy’, as patient awareness is seen as the key. 
The discharge of repressed feelings is necessary for genuine progress. This emotional 
venting is known as catharsis. Catharsis follows an abreaction: a combination of 
recall of a traumatic event plus the relevant emotion. Finally, the same issues may be 
examined over and over, with greater clarity each time, to gain deep and lasting 
insight (Smith, 1995, in Dryden, 1995).
The most basic technique is psychoanalytic interpretation, regarding dreams and free 
association. The therapist must be sensitive to unconscious resistance, such as blocks
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in free association, or changing the subject to avoid emotionally charged material. The 
phenomenon of transference is important. This means that the actions and feelings 
displayed towards the analyst are symbolic of the individual’s feelings towards 
significant others (Jacobs, 2001).
Treatment of obsessional neurosis using psychodynamic treatment involves bringing 
into consciousness the true source of anxiety. The root of the problem is thought to be 
the conflict between primitive demands of the id and suppression instincts of the ego. 
Treatment is therefore focussed on resolving this conflict, by uncovering the nature of 
the id impulses and lessening the associated fear (Comer 1995).
Classic psychodynamic therapists aim to help clients face their id impulses, and gain 
control over them. Insight is gained by breaking down the ego’s defences, to expose 
the original source of conflict. The clinician may point out a defence used by the client 
during a treatment session. Once the client’s anxiety is recognised, they may be given 
the opportunity to identify the thoughts or feelings being kept at bay (out of 
consciousness). The clinician may choose instead to interpret the reason for the 
defence, seeking the client’s view as to the accuracy of the interpretation. (Jacobs, 
2001).
Current state of the evidence base for treatment of OCD
At present, the evidence base favours cognitive behavioural treatment for OCD. 
Wilhelm (2000) presents several studies attesting to this fact. However, the majority 
of comparative reports have evaluated the effectiveness of CBT versus purely 
behavioural methods. As exposure with response prevention was an established 
treatment in the behavioural paradigm, this combination has been the focus of the 
comparisons. (Abramowitz, 1997; Van Oppen et al., 1995; Freeston et al., 1997; 
Cottraux et al., 1998: all cited in Wilhelm, 2000).
In a publication from the Department of Health (2001), several reviews and meta­
analyses are cited, all attesting to the efficacy of behavioural and cognitive therapies 
(Abramowitz, 1996; DeRubeis & Crits-Christoph, 1998; Van Balkom et al., 1994).
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These pieces of research were rated as being of ‘high quality’, each meeting the eight 
criteria stipulated in the document (for example having sound validity, being 
reproducible and free from bias). The document concludes that OCD is “likely to 
benefit from cognitive behaviour therapy.. .However, the lack of evidence on other 
therapies does not mean they are ineffective.”
The literature suggests that psychodynamic therapy is often ineffective for obsessive 
compulsive disorder (Comer, 1995; de Silva & Rachman, 1992, Gabbard, 2001). Lang 
(1997) reports a successful outcome in terms of symptom reduction for a 25-year-old 
male. The majority of papers from the psychodynamic school, however, tend to 
expand upon the theoretical model of the disorder, rather than address treatment 
outcome for OCD.
Difficulties in testing the psychodynamic approach
One reason for this gap in the literature may obviously be that psychodynamic therapy 
is not appropriate for treating OCD. However, difficulties in testing the theory and 
practice of the psychodynamic approach have also been identified (De Silva & 
Rachman, 1992; Storr 1992). Pertinent variables, such as experiences during a 
particular psychosexual stage, would be too difficult to control with any significantly 
large sample. The procedures involved in such experiments, whether within 
laboratories or in real life situations, would be considered unethical in today's society. 
In addition, much of psychodynamic theory simply labels common human experience 
for ease of discussion. The three facets of the psyche are examples of such terms, 
relating to people’s descriptions of different aspects of themselves. The abstract nature 
of these terms does not make them amenable to empirical investigations (Comer, 
1995).
An argument put forward by Corvin & Fitzgerald (2000) is that processes within 
psychodynamic sessions are difficult to quantify. They go on to say “development of 
insight and personality change may be more relevant outcome measures than 
symptom-reduction.” Stiles, Shapiro & Elliott (1986), view the comparison of 
cognitive behavioural and psychodynamic therapies as a special case. They note that
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much more outcome research has been carried out within the cognitive behavioural 
paradigm. The resultant superiority of these approaches could therefore reflect “a 
systematic bias resulting from experimenter allegiance”. Although this was nearly 
twenty years ago, Esman (2001) states that “psychoanalysis has had virtually nothing 
to say about the disorder for the past 3 decades”.
Limitations of CBT and scope for psychodynamic treatment
Bradley (in Lindsay & Powell, 1994) lists several possible areas of difficulty in CBT. 
The first is lack o f collaboration. This is improbable if the clinician encourages the 
client to contribute to and critically evaluate the formulation and treatment plan. 
However, in psychodynamic treatment, the client is not required to take such an active 
role. Clients in psychodynamic treatment can accept or reject interpretations made by 
the therapist. These responses will only be probed within sessions, with no subsequent 
tasks assigned for completion outside therapy.
Anticipation o f failure hinder homework assignments. Again, it is unlikely if
homework is set collaboratively and is within the client’s capability. A client 
receiving psychodynamic therapy, on the other hand, has no opportunity to ‘fail’. 
Although some clients may objectively feel despondent about lack of symptom 
reduction, this cannot be attributed to any specific task that has not been achieved.
In cognitive behavioural treatment, reduced motivation can stem from anxiety 
regarding negative feelings towards the therapist. In contrast, the relationship between 
client and therapist is the pivotal focus of psychodynamic treatment. This should 
allow the client to feel safe in venting any resentment or hostility, as it can be viewed 
as merely generating more material to be usefully worked through.
The impact of the disorder on marital, social and occupational aspects of life are 
known to be high (Wilhelm, 2000; de Silva & Rachman, 1992). Gabbard (2001) 
claims that the psychodynamic approach to OCD can be useful in this area. 
Relationship problems associated with the illness can be addressed directly via 
transference within the therapeutic relationship. Knowledge of individual meanings of
183
Adult Mental Health Essay
environmental stresses can assist the client and those around them to avoid contact or 
reduce their impact. In addition, Gabbard states that personality issues, which could 
interfere with other forms of treatment, could be ameliorated in a psychodynamic 
context.
Corvin & Fitzgerald (2000) propose that psychodynamic treatment may be appropriate 
for introspective clients, with individuals who externalise benefiting more from 
behavioural strategies. This sentiment is echoed by Crits-Cristoph (1992), who 
suggests that clients interested in concrete solutions would be drawn to cognitive 
methods. Those concerned with phenomenological explanations and interpersonal 
experience may fare better with the psychodynamic approach.
The case for an integrative approach
In a well-known paper, Carl Rogers stipulated the “necessary and sufficient 
conditions” of effective therapist style (Rogers, 1957: cited in Stiles et al., 1986). The 
three qualities are warmth, empathy and genuineness. This makes intuitive sense and 
has been acknowledged as central to the range of therapy paradigms. Both 
psychodynamic and cognitive behavioural approaches require the therapist to show 
‘unconditional positive regard’, understanding and openness. (Dryden, 1995, Chapter 
13: 275; Wilhelm, 2000). More recently, Corvin & Fitzgerald (2000) have noted that 
elements of therapy such as support and a working relationship are common to the 
various treatment approaches.
Psychodynamic theorists and the cognitive behavioural school share the basic tenet 
that individual insights, interpretations and judgements are the key to improvement. 
The fact that OCD symptoms are seen as lying on a continuum from ‘normal’ 
experience is also a feature of both conceptualisations. Storr (1992) states that “The 
line between pathology and normality is often hard to draw.” He points out that we all 
experience anxiety and act to reduce it in everyday situations, sometimes repeating 
our actions ‘just to be sure’. Cognitive behavioural researchers have also demonstrated 
that everybody has intrusive, upsetting thoughts (Salkovskis, 1996). Individual
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interpretation of these cognitions distinguishes whether a person is likely to be 
diagnosed with OCD or not.
Gabbard (2001) refers to fact that many OCD sufferers “tenaciously hang on to their 
symptoms because of their special meanings and because of the interpersonal control 
they exert on others”. This could be seen as issues of ‘secondary gain’ and motivation, 
which CBT also acknowledges and is beginning to address in the form of motivational 
interviewing. This involves grappling with the costs and benefits of change.
Certain pitfalls of cognitive behaviour therapy have been described by Bradley (cited 
in Lindsay & Powell, 1994). Clinicians may attempt to push clients into making 
changes before they are ready. This is likely to interfere with the therapeutic 
relationship. The client could drop out of the treatment, or have less motivation to 
complete tasks between sessions. Another possibility is that clients are fearful of 
change. This may reflect underlying standards of perfectionism. Co-morbidity in OCD 
is common. This could again affect the aims of treatment, if dual diagnosis is not 
considered. In some cases, a therapeutic impasse is reached because negative core 
beliefs are shared by the by therapist. All of these difficulties could apply equally to 
psychodynamic treatment.
As well as common therapeutic factors, the process of conceptualisation within the 
two paradigms can overlap. Several relevant aspects of a case example described by 
Wilhelm (2000), a cognitive behavioural clinician, would fit into a psychodynamic 
formulation. The client suffered from intrusive thoughts of a sexual nature, directed 
towards his mother. Wilhelm reports that her client’s father had “very high moral 
standards” and that the client’s mother “was the one person he loved and respected.” 
She also notes that sex was a taboo subject during his upbringing. Further, she states 
that the amount of attention given to intrusive thoughts is “assumed to be determined 
by beliefs acquired through religious or cultural training or in family context.”
In this example, psychodynamic therapists might also emphasise the relationship 
between the client and his parents during the formative years. The client’s love for his 
mother could be seen as indicative of the Oedipus complex. This would be resolved
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by identifying with his father’s attitudes and values. The desire for his mother would 
be suppressed, as the sexual nature of the intrusions would be too anxiety provoking. 
However, difficulties in personality development would mean that the ego could not 
defend against these impulses consistently, resulting in obsessive thoughts.
In view of the many similarities between these two paradigms, a debate concerning 
which treatment is most appropriate may be futile. Corvin & Fitzgerald (2000) cite a 
large multi-site clinical trial, supporting the premise that “treatment alliance as 
predicted by the patient is one of most promising within treatment indicators of 
outcome” (Krupnick et al, 1996). The Department of Health (2001) document goes 
further, stating ^therapeutic alliance is the single best predictor of benefit”.
Therefore, it may be possible to form a therapy designed specifically for the treatment 
of OCD, using the strongest aspects of both psychodynamic and cognitive behavioural 
interventions. This type of integrative therapy is already being carried out for other 
categories of mental disorder. Examples include Cognitive-Analytic Therapy (Ryle, 
1990) and Schema Focussed Therapy (Young, 1994). Each of these modes of 
treatment incorporate different elements of previously separate paradigms.
Conclusion
This essay has presented two theoretical models of obsessive-compulsive disorder. 
Treatment approaches derived from both theories have been discussed. A review of 
the current literature has shown that the treatment of choice for OCD is CBT. 
However, there are limitations to this mode of therapy, which could be addressed by 
psychodynamic forms of treatment. It must also be noted that lack of evidence for 
psychodynamic therapy does not necessarily mean it is not effective.
Strengths of the psychodynamic approach to treatment include the fact that outcome is 
not dependent on the client taking an active role. As there are no tasks to be completed 
within sessions, there is no opportunity to ‘fail’. Any negative feelings towards the 
therapist would be addressed as a matter of course, rather than hindering the 
therapeutic relationship. Relationships outside the therapy could also benefit from 
working through transference issues as they arise. Finally, personality issues could
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form the focus of initial treatment in a psychodynamic context, whereas these factors 
may interfere with other forms of therapy.
In other categories of mental disorder, there has been a move towards integrative 
therapies. These encompass different aspects of separate paradigms, in order to 
maximise treatment success. Similarities between the psychodynamic and cognitive 
behavioural models have been discussed in this paper. In view of these, it may be 
possible to form a therapy designed specifically for the treatment of OCD, using the 
strongest aspects of both types of intervention.
The current state of the field suggests integrative therapy as one possibility for the 
future. Another recognised need is a larger evidence base regarding the effectiveness 
of psychodynamic therapy for OCD. New research designs are beginning to emerge in 
order to address this issue (Chiesa & Fonagy, 1999). A third suggestion follows the 
finding that therapeutic alliance, as predicted by clients, is most strongly related to 
treatment outcome. Perhaps the best course of action would be to inform individuals 
about both cognitive behavioural and psychodynamic approaches to treating OCD. 
Information would have to include the strengths and limitations of each type of 
therapy, along with results of outcome studies. The most appropriate form of 
treatment would then be determined by client choice.
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Introduction
Dementia is caused by the progressive destruction of brain cells, which in turn may 
occur for a number of reasons (Jacques, 1992). The DSM-IV (APA, 1994) definition 
is widely accepted by health professionals (Thompson, 1999). This classification 
requires a number of criteria to be met, including impaired memory, judgement and 
abstract thinking, disturbance of other cognitive functions and personality change. A 
further requirement is that the symptoms cannot be explained by a non-organic factor.
There are several types of dementia, with dementia of the Alzheimer’s type (DAT) 
being the most common (APA, 1994) and consequently, the most researched. 
Particular neuropathologial changes are associated with DAT. These include deposits 
of amorphous amyloid, as well as plaques and tangles, mainly in the amygdala, 
hippocampus and association areas of the cortex (Oliver, Crayton, Holland, Hall & 
Bradbury, 1998).
Vascular dementia is associated with cerebrovascular disease. The vascular label 
includes multi-infarct dementia, triggered by a series of small strokes. This is the 
second most common cause of dementia. In addition, there are forms of dementia 
associated with particular syndromes, such as Parkinson’s disease, Huntingdon’s 
disease and AIDS related dementia (DSM-IV: APA, 1994; Jacques, 1992).
A three-stage model of dementia has been established in the field (Reisberg, 1983, in 
Thompson, 1999). The first phase is characterised by ‘forgetfulness’ and mild 
disorientation. In the second ‘confusionaT stage, further deterioration in memory and 
orientation occur, with increased language difficulties. Vocational ability and 
independent living skills begin to decline. The third phase, termed ‘dementia’, brings 
ongoing deterioration in memory and judgement. Language skills are eventually lost. 
The individual becomes progressively weaker as muscles atrophy. As more and more 
functions decline, the person deteriorates to the extent that life can no longer be 
supported.
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Dementia in people with learning disabilities is a relatively new field of research and 
practice. Since life expectancy of people with learning disabilities is increasing, 
dementia is becoming an important focus for services (Crayton, Oliver, Holland, 
Bradbury & Hall, 1998). This is reflected in the needs of older adults with learning 
disabilities being a Health of the Nation priority (DoH, 1996).
Much of the current body of knowledge applies to people with Down’s syndrome. 
DSM-IV (APA, 1994) states that this group “may be at higher risk for developing 
DAT.” Many are known to display the neuropathological signs of DAT when they 
reach their forties (DSM-IV, APA, 1994). Janicki & Dalton (1999, in Bouras, 1999) 
state that the evidence base regarding dementia in adults with different aetiologies of 
learning disability is lacking.
The focus of this paper has been narrowed to DAT in the main. The fact that most 
literature pertains to people with Down’s syndrome is reflected in the evidence 
presented. Features and methods of assessment are presented first. Issues of treatment 
and care are then introduced. A discussion of strengths and weaknesses of evidence 
and practice follows. Relevant issues are summarised in the conclusion, with 
suggestions for future research and practice. Medical investigations and interventions 
are beyond the scope of this essay.
Assessment
Making a Diagnosis
Burt, (1998, in Janicki & Dalton, 1998) states that misdiagnosing progressive 
dementia can have grave consequences for individuals with learning disabilities. In 
order to maximise confidence when diagnosing dementia, Janicki, Heller, Seltzer & 
Hogg (1996) cite three pre-requisites. First is an understanding of normal ageing 
processes in this client population. In people with Down’ syndrome for example, 
evidence suggests that sensory impairments and thyroid disorders occur at a relatively 
young age. It is well recognised that treatment of hypothyroidism can markedly 
improve mental function (Holland, 1998, in Janicki & Dalton, 1998).
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Secondly, an awareness of risk factors is required. Janicki et al. (1996) state that 
people with learning disabilities at risk of developing DAT are those over fifty years 
old, those with Down’s syndrome over forty years old and those with a family history 
of DAT. People with other aetiologies of learning disability have equal risks of the 
same forms of dementia as adults in the general population (Janicki & Dalton, 2000). 
Thirdly, it is necessary to recognise early indicators of dementia.
Burt & Aylward (1998, in Janicki & Dalton, 1998) note that diagnosis of dementia in 
this population can only be made when there is significant change from the 
individual’s baseline level of functioning. If a baseline has not been documented, 
retrospective accounts will need to be given by informants regarding changes in the 
individual’s functioning over time.
Different aetiologies of learning disability are associated with particular profiles of 
strengths and needs (Burt & Aylward, 1998, in Janicki & Dalton, 1998). Individuals 
can display various challenging behaviours typical of their underlying pathology or 
environmental circumstances. Consequently, any change on test scores is only 
clinically significant if changes in everyday functioning have also occurred (Burt & 
Aylward, 1998, in Janicki & Dalton, 1998). Direct observation of the individual, as 
well as reports from informants, can be useful in corroborating psychometric test 
results (Oliver et al., 1998).
Comorbiditv
Evenhuis (1997) reported that in eleven cases of a subsequent dementia diagnosis, the 
initial presentation was delirium. Each of these individuals had one or more comorbid 
physical conditions. As well as being more prone to delirium due to illness or 
medication, lack of coping skills in this client group may increase their vulnerability 
to comorbid disorders (Evenhuis, 1997).
Depression is commonly mistaken for early signs of dementia in this population (Burt, 
1998, in Janicki & Dalton, 1998). This is largely due to both syndromes having many 
shared symptoms. In adults with Down’s syndrome for example, loss of self-help
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skills, low mood and irritability are characteristic of both depression and DAT (Burt, 
Lovelend & Lewis, 1992, in Burt, 1998), Effective treatment of depression can 
increase both functioning and quality of life (Burt, 1998, in Janicki & Dalton, 1998).
Assessment Tools
Appropriate tools for the assessment of memory include the Test of Severe 
Impairment (Albert & Cohen, 1992, in Burt & Aylward, 1998) and the Dalton/ 
McMurray Visual Memory Test (Dalton, 1992, in Burt & Aylward, 1998). Crayton & 
Oliver (1993) used parts of the Stanford-Binet test (4^  ^ edition), such as object and 
picture memory and memory for sentences. However, they note that these measures 
are inappropriate for people with severe learning disabilities. The Rivermead 
Behavioural Memory Test (Wilson, Cockbum & Baddeley, 1991), the Recognition 
Memory Test (Warrington, 1984) and the Autobiographical Memory Interview 
(Kopelman, Wilson & Baddeley, 1990) are also cited as useful by Thompson (1999).
Disorientation can be detected using measures such as the Down Syndrome Mental 
Status Examination (Haxby, 1989, in Burt & Aylward, 1998). Dementia scales created 
to enable carers to estimate orientation are also helpful, for example the Dementia 
Questionnaire for Mentally Retarded Persons (Evenhuis, Kengen & Eurlings, 1990, in 
Burt & Aylward, 1998). Consideration must be given to any sensory impairment that 
could impact on the spatial or temporal awareness of the individual being assessed.
Other cognitive features to be evaluated are reasoning, visuo-spatial skills, motor 
function and language. As cognitive decline impacts on tasks of daily living, it is 
essential to record any increased need for supervision and change in performance of 
routine tasks. Differences in social and occupational functioning can also be useful 
indicators of possible dementia (Burt & Aylward, 1998, in Janicki & Dalton, 1998).
Performance on standardised measures, such as the Wechsler Adult Intelligence 
Scales or the Leiter International Performance Scale may have previously been 
recorded (Burt & Aylward, 1998, in Janicki & Dalton, 1998). If these premorbid 
scores were above floor levels, the same tests can be readministered to investigate
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cognitive losses in many areas. Scales measuring adaptive behaviour and other skills 
can also be conducted again, to allow carers to report the significance of cognitive 
decline in daily life (Oliver, 1999, in Janicki & Dalton, 1999).
Practice Recommendations
Burt & Aylward (2000) reported recommendations for assessment proposed by an 
international working group: the American Association on Mental Retardation 
(AAMR) and the International Association for the Scientific Study of Intellectual 
Disability (lASSID). Consensus between leading experts in the field was reached 
regarding the content and firequency of assessment. The test battery recommended is 
deemed to be appropriate across the learning disability range. Many of the tools have 
norms based on this client population.
Recommendations included evaluation of all adults with learning disabilities at least 
once before the age of twenty-five, to establish a baseline level of functioning. 
Longitudinal assessment was advised, incorporating standardised measures of 
memory, other cognitive functions and adaptive behaviour skills. A further 
recommendation was that the same psychologist, with experience of clients with 
learning disabilities and psychometric assessment, carried out individual evaluations 
each time (Burt & Aylward, 1998, in Janicki & Dalton, 1998).
Difficulties in assessment
Assessment of individuals with profound learning disabilities often relies on reports 
from carers. Burt (1998, in Janicki & Dalton 1998) notes that informants are “subject 
to bias and distortion”. Symptoms observed by informants may be incorrectly 
attributed to the person’s learning disability (Whitehouse, Chamberlain & Tunna, 
2000) and consequently not reported during the diagnostic process. Oliver (1999, in 
Janicki & Dalton, 1999) reported that insidious decline could be masked by services 
without conscious awareness. This could occur if  the environment was adapted in a 
gradual way, to limit the impact of the functional losses. A further complication is that
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staff turnover is notoriously high in services for people with learning disabilities 
(Whitehouse et al., 2000).
The best informants with regard to baseline levels of functioning are likely to be 
parents of individuals being assessed (Oliver, 1999, in Janicki & Dalton, 1999). If the 
individual has lost touch with or been bereaved of parents, this source of information 
is no longer viable. Additionally, as people with learning disabilities often receive 
medication that affects patterns of eating, sleeping and mood, reported changes in 
these areas can be misleading.
Burt (1998, in Janicki & Dalton, 1998) cites the problem of clinician bias in 
assessment. Misdiagnosis of irreversible dementia when the decline is due to treatable 
depression is common. There may be many other reasons for impaired performance, 
which clinicians must investigate. These include sensory losses and movement 
disorders, as well as environmental stressors. The risk of bereavement and other 
significant life events in the fourth decade of life is relatively high for someone with 
Down’s syndrome (Oliver, 1999, in Janicki & Dalton, 1999). This coincides with an 
elevated risk for DAT.
A major challenge to direct assessment is the likelihood of language impairments. 
Measures that minimise the need for reading and speech ability are therefore 
desirable. Techniques include use of closed questions and visual analogues. It has 
been found that people with learning disabilities who are able to communicate 
verbally have difficulty describing symptoms that aid in differential diagnosis (Burt, 
1998, in Janicki & Dalton, 1998).
With regard to psychometric testing, the assumption behind many instruments of a 
‘normal’ premorbid level of intellectual ability excludes people with learning 
disabilities by definition (Whitehouse et al., 2000). Oliver (1999, in Janicki & Dalton, 
1999) notes that floor effects occur with most psychometric tools, when administered 
to people in the moderate to severe range of learning disabilities. The advances in 
education and rehabilitation over the last few decades indicate the possibility of 
“cohort effects” (Oliver, 1999, in Janicki & Dalton, 1999). Differences in exposure to
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infections, issues of abuse and opportunities for mental stimulation must all be borne 
in mind when comparing groups of people with learning disabilities.
Thompson (1999) cites more internal factors that can invalidate the results of 
cognitive testing, such as specific physical disabilities, behavioural problems, motor 
disorders or pronounced anxiety. Assessment performance will also be hindered by 
environmental factors. If a person with learning disability is brought to an unfamiliar 
setting, which invokes further anxiety, they are unlikely to perform optimally.
Treatment
Progressive dementia by definition is not due to a reversible condition. It may 
therefore be more appropriate to discuss strategies for managing the syndrome, rather 
than propose to treat the decline in such cases.
Ethical Issues
If a person with learning disabilities receives a diagnosis of dementia, issues of 
informed consent to any subsequent intervention must be addressed (McKeith & 
Fairbum, 2001, in Cantley, 2001). Manthorpe (2001, in Cantley, 2001) defines a 
‘good’ care environment as one that encourages individuals to reach their ‘ideal state’. 
For a person with dementia, this could mean showing interest or pleasure through 
human contact. Maintenance of social roles is closely related to principles of 
normalisation, which has traditionally been associated with services for people with 
learning disabilities.
Human rights to autonomy and rights to protection may result in conflicting ethical 
standpoints. One example would be if care managers recommended placement in a 
care home against the person’s wishes. The maxim ‘above all do no harm’ should be 
used to guide decisions of this sort. Prominence should be given to the physical and 
emotional security of the person with learning disabilities and dementia (Manthorpe, 
2001, in Cantley, 2001).
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Care Management
Ageing in place
Janicki et al. (1996) recommend that individuals with dementia and learning disability 
‘age in place’, rather than changing familiar day services or places of residence. 
Keeping the familiar routine and environment may in fact compensate for the early 
symptoms of cognitive decline. Safety must be emphasised, as the person may no 
longer be able to exercise judgment of risk factors within the home. Physical decline 
also increases the likelihood of falling and other injuries.
Aids and adaptations to the home should address safety, ease of access and retention 
of function for as long as possible. Activities that stretch the person’s functional 
abilities without overwhelming them can be used to prolong skill maintenance. As the 
profile of strengths and needs changes constantly, frequent small adjustments to types 
of stimulation offered will be necessary (Chicoine, McGuire & Rubin, 1998, in 
Janicki & Dalton, 1998). Valios (2001) reported on the design of a specialist 
residential service for adults with dementia and learning disabilities. Colours, fixtures 
and fittings and special additions to the home have been used in order to heighten 
physical and emotional security of clients.
Dav Services
Day services for people with learning disabilities meet a wide range of needs, 
including nutrition, socialisation and supervision. Programmes of activities are 
targeted at individual levels of ability. Some services have staff specifically allocated 
to address the social and emotional needs of people with dementia. Stimulating, 
enjoyable activities can be used to maximise functioning by promoting individuality 
and competence. Where inappropriate behaviours threaten to exclude clients from 
community activities, manipulation of antecedents and management techniques can be 
applied (Force & O’Malley, 1998, in Janicki & Dalton, 1998).
Most ‘dementia capable’ services utilise structure and direction in their approach. An 
example of this is offering the person a choice of one or two objects, rather than the 
full range available, which might be too confusing. Force & O’Malley (1998, in
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Janicki & Dalton, 1998) recognise that this may conflict with the philosophy of 
promoting choice and broadening opportunities. However, a routine that offers 
familiarity and predictability will ensure that the affected person is not overwhelmed 
by external events, as they continue to struggle with their personal losses.
Generic day services may be an appropriate option, since these settings are familiar 
with the challenges of caring for older people with dementia. These services 
emphasise social needs and age appropriate activities. Although integration of people 
with learning disabilities may be resisted by some facilities, there are more similarities 
than differences in the needs of older adults with dementia, regardless of any 
premorbid disability (Force & O’Malley, 1998, in Janicki & Dalton, 1998).
Realitv orientation
This approach was defined by Rimmer (1982: p l l ,  in Prosser, 1989) as a “method of 
treating confusion, disorientation and memory loss by stimulating patients into re­
learning basic facts about themselves and their environment”. A randomised 
controlled trial by Brook, Degun & Mather (1975, in Prosser, 1989) endorsed the 
effectiveness of these techniques. Prosser asserts that reality orientation is suitable for 
adults with learning disabilities, as carers are used to creating an environment that 
facilitates maintenance of social and other abilities. Another approach that could be 
considered is Reminiscence Therapy (Woods & Britton, 1985, in Prosser, 1989).
Carer needs
Carers need to be educated prior to the assessment, as well as during the intervention 
phase. Information about dementia and resources available should be imparted 
(Kennedy Kendall, Rinck & Wright, 1998, in Janicki & Dalton, 1998). Chicoine et al. 
(1998, in Janicki & Dalton, 1998) cite a need for emotional support for grieving 
relatives and staff. In the UK, voluntary organisations such as the Alzheimer’s Disease 
Society, Huntingdon’s Disease Association and Age Concern perform the dual role of 
information dissemination and support.
McKeith & Fairbum (2001, in Cantley, 2001) reported that carers often find the non- 
cognitive aspects of dementia most difficult to cope with, such as psychotic
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symptoms, wandering and sexually inappropriate behaviour. Kennedy Kendall, Rinck 
& Wright (1998, in Janicki & Dalton, 1998) state that respite care can provide relief to 
carers dealing with such difficulties. A support programme in the family homes of 
older persons with learning disabilities, which reduced carers’ feelings of burden is 
also cited (Heller, Smith, Kopnick & Braddock, 1992, in Kennedy Kendall et al.,
1998).
Janicki & Dalton (1999, in Bouras, 1999), present an extract from a treatment manual 
by Newroth & Newroth (1981). This tool provides guidance for all involved with the 
individual suffering the progression of DAT. Physical and psychological symptoms 
are presented, along with observable concomitants. Implications of behaviours are 
listed, with regard to both carers and clients. Finally, practical suggestions on meeting 
individual needs are detailed. An item from the extract is presented below.
Symptom Behaviour example Implications Suggestions
Loss o f sense difficulty focusing + drops food, spills person should be
o f direction successfiilly grasping. things, mealtimes adequately supplied
holding fixed object and may become with serviette, apron
bringing to desired spot burdensome to etc.; sinplify table­
(finding fork, placing food others ware (spoon instead
on fork, putting fork in o f knife + fork, mug
mouth) instead o f cup +
saucer)
from Newroth & Newroth (19811
Kennedy Kendall et al. (1998, in Janicki & Dalton, 1998) state that education about 
dementia for carers of people with learning disabilities should commence when the 
individual is in their thirties. Janicki et al. (1996) propose training for relatives to 
promote effective retention of skills and appropriate access to services. Carers may 
also benefit from counselling, respite and information on care management practices.
In the case of paid carers, the learning disability network may be familiar, but 
knowledge of ageing resources is often lacking. Family carers of older people with 
learning disabilities are commonly aged parents, who operate independently of 
services. These parents may be less aware of the need for and availability of education 
and support, so early signs of dementia may pass unrecognised. This in turn could
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postpone diagnosis and early intervention strategies being provided (Kennedy Kendall 
et al., 1998, in Janicki & Dalton, 1998).
Practice Recommendations
The assumptions underlying the AAMR/IASSID guidelines reported by Janicki et al. 
(1996) are: (1) individual needs must determine how care is provided (2) while some 
age-related changes are normal, gross cognitive decline is not (3) people with Down’s 
syndrome have a higher risk of DAT (4) some behavioural changes may resemble 
DAT but can result from other, reversible causes (5) differential diagnoses should be 
arrived at in the same way as in the general population, except for adjustments 
addressing varied cognitive skills (6) the individual’s functional baseline should be the 
benchmark for assessing subsequent change.
The general principles are to assist in preservation and maximisation of skills, to use 
strategies pertinent to stage of disease and to conduct multidisciplinary care planning 
using multiple information sources. In the early stages of dementia, small adjustments 
to the person’s routine and environmental demands should reflect the subtle changes 
in function. Explicit, short directions should be given, with visual cues and verbal 
prompts. Avoidance of social isolation is important, as well as activities that promote 
muscle tone and strength.
During the mid-stage, assistance with personal care tasks is likely to be needed. Aids 
and adaptations in the home may be necessary, as orientation and strength diminish. 
Important issues are adequate nutrition (including drinks), preservation of function, 
maintaining physical and dental health, safety, apathy and agitation. Special markings, 
colours and textures can help to reduce anxiety around the home. Continence can be 
maintained by monitoring fluid intake, marking toilets consistently and regular 
routines. Ensuring appropriate food consistency and portions, not rushing and taking 
advantage of times when the person is alert, can help to meet dietary needs.
Late-stage recommendations apply when the individual has lost many basic skills and 
may become bedridden. Prevention of dehydration, choking or aspiration pneumonia
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and skin pressure sores should become the focus at this time. While the individual is 
still mobile, constant supervision may be required, to limit the risks of wandering. 
Retention of any residual language abilities should also be a goal for carers.
Health professionals are encouraged by Janicki et al. (1996) to learn about clinical 
presentation and risk factors in this client group. Programme design skills are 
recommended, covering the many services involved at various stages of the illness. 
The growing evidence base regarding management needs to be disseminated. A need 
to be responsive to requests by carers for information and practical assistance in 
coping with the individual’s loss of skills and ultimately death is also highlighted.
Difficulties in Care Management
Kennedy Kendall et al. (1998, in Janicki & Dalton, 1998) report widespread 
unawareness of the issue of dementia in people with learning disabilities. Services 
with expertise in dementia care can be ignorant of the special needs of this client 
population. The responsibility therefore often falls to relatives of the affected 
individual to assert the need for multidisciplinary communication and referrals.
Many clients with learning disabilities are unable to provide accurate descriptions of 
the difficulties that they face in the early stages of dementia. They also have difficulty 
carrying out verbal instructions. These aspects of the client population make 
implementation of effective care management more challenging (Janicki & Dalton, 
1999, in Bouras, 1999).
Since behavioural difficulties may be thought to relate to the existing cognitive 
impairment, rather than dementia, service providers may offer unsuitable care 
packages, or make inappropriate referrals. If a person with learning disabilities and 
dementia is not allowed to age in place, but instead transferred to a different setting, 
they may face environmental issues that increase the rate of functional decline.
Status of Current Evidence Base and Practice
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Strengths
In order to standardise clinical practice and research, a battery of diagnostic tools has 
been recommended, along with procedures for conducting assessments of dementia in 
people with learning disabilities (Burt & Aylward, 2000). This brings many 
advantages to the subject area. As the instruments chosen correspond to the diagnostic 
criteria from ICD-10 (WHO, 1993) criteria, more consistency in recognition of 
dementia should result. This is turn may help to produce stable prevalence figures 
across samples. Consequently, service development could proceed with more 
confidence, as the level of need could be more accurately predicted
The fact that the working group (AAMR/IASSID) comprised leading experts in the 
field should ensure that the proposed assessment is as specific and well rounded as 
possible. If the guidelines were applied in every relevant service, access to the most 
advanced form of measurement and intervention would be available to all.
The mode of assessment recommended is repeated measures. This is the most reliable 
design in research methodology, in terms of controlling for extraneous variables. 
Multiple sources of information are recommended. This should reduce informant bias 
and help to increase the reliability and validity of data even further. The resulting 
findings from serial assessment should enable clinicians to maximise their confidence 
in assignment of dementia status.
Some instruments have been designed specifically for administration to people with 
learning disabilities. These include the Disability Assessment Schedule (Holmes, Shah 
& Wing, 1982) and the AAMR Adaptive Behaviour Scale- Residential and 
Community Edition (Nihara, Leland & Lambert, 1993, in Burt & Aylward, 1998). 
These measures remove the need for caution that is present when using tools that do 
not include norms for this client population. Although some limitations of 
applicability still exist, certain instruments are appropriate for all levels of intellectual 
disability, such as the Reiss Screen for Maladaptive Behaviour (Reiss, 1987, in Burt & 
Aylward, 1998).
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The current body of evidence acknowledges similarities within different aetiologies of 
learning disability, such as hypothyroidism being common in adults with Down’s 
syndrome. At the same time individual differences in experiences and abilities are 
highlighted and factored into the assessment procedure. This reflects the fact that 
information is gathered regarding significant life events and level of 
institutionalisation
Weaknesses
Janicki & Dalton (1999, in Bouras, 1999) and Oliver (1999, in Janicki & Dalton,
1999) report that data concerning dementia in adults with learning disabilities other 
than those with Down’s syndrome is insufficient. Evenhuis (1997) and Burt (1998, in 
Janicki & Dalton, 1998) both argue that large studies of the whole population of 
people with learning disabilities are needed. Particular requirements include 
investigation of prevention and intervention strategies, psychiatric symptoms and 
physical comorbidity and longitudinal, prospective methodologies.
Many inconsistencies exist in current estimates of prevalence. These are largely due to 
differences in research methodologies, criteria for selection of participants and 
diagnosis of dementia. As most studies are cross-sectional, cohort effects make 
interpretation of findings complex and unreliable (Janicki & Dalton, 1999, in Bouras,
1999).
There are no established methods of assigning a diagnosis of depression in adults with 
learning disabilities (Burt, 1998, in Janicki & Dalton, 1998). The interaction between 
depression and dementia requires further investigation, if  differential diagnoses are to 
be made with confidence. Issues in need of further investigation include the possibility 
that depression is prodromal to irreversible dementia, appropriate assessment and 
treatment procedures in comorbid dementia and depression and mediating effects of 
age or aetiology of learning disability.
Oliver (1999, in Janicki & Dalton, 1999) states that there is a dearth of normative data 
based on standardisation samples of people with learning disabilities. This hinders
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clinical assessment of the range and progression of symptoms over time in individual 
cases of dementia. The author calls for further research dedicated to normal and 
accelerated ageing, particularly in people with Down’s syndrome.
A literature review conducted by Prasher (1997) failed to locate a study into the 
presence of psychotic features in people with Down’s syndrome and dementia. As 
these symptoms do occur in members of the general population who develop 
dementia, this is a significant gap in the body of evidence relating to people with 
learning disabilities. Burt (1998, in Janicki & Dalton, 1998) called for investigations 
regarding which psychiatric symptoms or comorbid conditions present in which types 
of dementia. Prasher (1997) also highlighted the need for research into associations 
between dementia and mood, insight, educational status and severity of disability.
Most of the published literature in the field is by American authors. As different 
health care systems, funding bodies and statutory and voluntary organisations exist 
elsewhere, the findings from these investigations may not generalise to other cultures. 
In addition, diversity of current resources such as philosophy of day services could 
make translation of the AAMR recommendations difficult. Janicki et al. (1996) 
acknowledge that information on varied care practices is limited.
Finally, the question of service user involvement has yet to be addressed in the field. 
Stalker, Duckett & Downs (1999, in Killeen, 2001) conducted small-scale qualitative 
research that demonstrated the ability of people with learning disabilities and 
dementia to express clear preferences. This finding suggests that health professionals 
must seek and accommodate individual choice and aim not to impose their own 
judgements and attitudes as a matter of course.
Conclusion
Diagnosis of progressive dementia in people with learning disabilities requires 
knowledge of normal ageing, risk factors and early indicators (Janicki et al., 1996). 
Typical patterns of strengths and needs within different aetiologies of learning
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disability should be borne in mind. Awareness of likely comorbidity is also necessary 
throughout the period of care.
Various instruments have been recommended for the detection of progressive 
dementia within this client group. However, difficulties in conducting assessments 
remain evident. Challenges include overcoming informant and clinician bias and 
gaining access to the most well informed sources. Procedures and content of 
psychometric instruments can lead to floor effects, as well as being stressful, which 
impairs functioning. Thompson (1999) lists possible client characteristics that may 
also affect test performance.
Various options for care management have been endorsed by leading experts in the 
field. Ethical issues must be considered before implementing any such strategies. The 
needs of carers for adults with learning disabilities and dementia should also be 
addressed. Appropriate care cannot be provided if informants misinterpret the features 
of dementia or health professionals misdiagnose the condition. Receptive and 
expressive language difficulties also hinder efforts to intervene successfully. Many 
clinicians remain unaware of the needs of the emerging population of older adults 
with learning disabilities.
The current body of evidence has been strengthened by the recent publication of 
AAMR/IASSID recommendations (Janicki et al., 1996). One contribution to the field 
may be equal opportunities for assessment and care management of the highest 
standard. Research will benefit fi*om standardised criteria, which should increase 
confidence in studies of prevalence. Already, there are many assessment tools 
designed specifically for use with this client population. Emphasis on individual 
differences, as well as similarities within aetiologies of learning disability is an 
example of current good practice.
Several authors have cited a pressing need for research regarding dementia in adults 
with underlying pathologies other than Down’s syndrome (Oliver, 1999, in Janicki & 
Dalton, 1999; Janicki & Dalton, 1999, in Bouras, 1999). Oliver (1999, in Janicki & 
Dalton, 1999) also notes a dearth of data concerning normal and accelerated ageing in
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this client group. Prasher (1997) reported lack of evidence relating to people with 
learning disabilities who experience psychotic symptoms in dementia. Further 
investigation is required into prevention, intervention and physical comorbidity in 
dementia in people with learning disabilities. In addition, distinguishing features of 
depression and dementia have yet to be identified Burt (1998, in Janicki & Dalton, 
1998).
No standardised research methodology exists for studying dementia in this client 
group. Varied criteria for selecting participants and diagnosing progressive dementia 
are also in use. This has led to conflicting reports of prevalence rates, which makes 
service planning more difficult. Any attempts to regulate these figures would therefore 
be helpful.
As most of the current evidence base is focused on American clients and practices, it 
may be worth considering how well these findings generalise to other cultures. Janicki 
et al. (1996) recognise that data regarding the wide range of care practices is limited. 
Lastly, the question of service user involvement requires much more effort on the part 
of researchers and clinicians working with people with learning disabilities and 
dementia.
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❖  ❖  ❖
‘‘Early intervention works.”
Critically discuss the evidence for the effectiveness of early 
intervention approaches for behavioural problems.
December 2002
Year 2
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Introduction
Behavioural problems in children can range from disruptions in patterns of eating and 
sleeping, to physical aggression. Comparing the child to his or her age peers is the 
only way to judge whether they are displaying extreme behaviour. Both DSM-IV 
(APA, 1994) and ICD-10 (WHO, 1993) criteria for a formal diagnosis of Conduct 
Disorder describe “repetitive and persistent” patterns of behaviour. In such a case, the 
child may frequently engage in fighting or bullying, destructiveness, lying, stealing 
and rule violation.
Another similarity between the two sets of criteria is the distinction between 
behaviour severity levels. In mild forms of Conduct Disorder, DSM-IV (1994) and 
ICD-10 (WHO, 1993) agree that “few if any conduct problems in excess of those 
required to make the diagnosis are present”. Early intervention could therefore be 
defined as any treatment aimed at this mild stage of the disorder, before the 
difficulties become entrenched.
Targeting individuals with mild symptoms has been termed secondary prevention 
(Fonagy, Target, Cottrell, Phillips & Kurtz, 2000). In order to avert the onset of mild 
symptoms, intervention must occur at an even earlier stage. Primary prevention is the 
label used for such initial intervention (Fonagy et al., 2000). Both primary and 
secondary prevention procedures will be addressed in this essay.
There is a clear rationale for early intervention with childhood behaviour problems. 
Firstly, behaviour problems constitute a large proportion of referrals to child and 
adolescent mental health services (Kazdin, 1997). The families involved are often in 
need of social, educational and health interventions, resulting in high financial and 
personnel costs (Herbert, 1995).
Secondly, a number of risk factors have been established, enabling identification of 
children likely to benefit from early intervention. These can be divided into child, 
family and societal factors. Differences in temperament and neuropsychological 
development, along with perinatal complications, have been cited as factors within
213
Children and Families Essay
children that may account for some behavioural problems (Kazdin, 1995; Fonagy et 
ah, 2000). In addition, gender appears to be influential, with the majority of 
externalising problems, such as aggression, occurring in boys (Campbell, 1995).
Amongst families of referred children, genetic influences, history of criminal 
behaviour, parental psychopathology and marital conflict are thought to increase the 
risk of conduct disorder in the child (Kazdin, 1995). The most reliable social predictor 
is socio-economic disadvantage. This relates to many associated risks, such as 
overcrowding, maltreatment and poor parenting (Fonagy et al., 2000). The more child, 
family and societal risk factors that are present, the greater the likelihood of behaviour 
problems.
Thirdly, the likely trajectory of untreated early difficulties has been demonstrated. For 
example, children described as “hard-to-manage” at three or four years are highly 
likely to have similar labels in adolescence. Externalising problems in preschoolers 
may also be related to later academic difficulties, poor peer relationships and 
internalising symptoms such as anxiety and depression (Campbell, 1995). Fonagy et 
al. (2000) state that conduct disorder is strongly related to adolescent delinquency and 
adult criminality.
In order to provide effective services for at-risk children and their families, high 
quality evidence regarding feasible interventions is necessary. McKinnell, Eliot & 
Frankish (1999) state that the most accurate evidence is provided by systematic 
reviews of well-designed randomised controlled trials (RCTs). This standard is 
endorsed by the British Psychological Society (Wolpert, Fuggle, Cottrell, Fonagy, 
Phillips et al., 2002). However, studies utilising other designs may also inform meta­
analyses, such as economic evaluations, case control studies or within subjects 
methodologies. For research to impact on policies, analysis of cost effectiveness as 
well as clinical costs and benefits must be reported (Shapiro, 1989).
I
This essay will initially present descriptions of various early interventions for 
behavioural problems. Reference to behavioural, educational and eclectic programmes 
will be made. An analysis of the strengths and weaknesses of these interventions will
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follow. Attention will be paid to the quality of evidence reported. Concluding 
comments will include implications for service development, as well as areas for 
further research.
Overview of Early Interventions
Parent Management Training
The aims of parent management training (PMT) include reducing aggressive and non- 
compliant behaviour in children, improving parenting skills and increasing warm 
interactions between the two parties (Golding, 2000). Attachment and social learning 
models form the basis of most programmes (Fonagy et al., 2000). In addition, 
ecological issues must be considered (Herbert, 1995). This means taking into account 
the wider context in which the problem behaviour of the child, or the response of the 
parent, occurs. For instance, the risk factors detailed above are likely to be ongoing 
sources of stress for referred families. These pressures must be addressed if early 
intervention is to be effective and relevant for the population targeted. Ecological 
approaches also allow for inclusion of cultural values and other societal factors 
(Golding, 2000).
Treatment techniques in these interventions are designed to enable parents to acquire 
skills such as the setting and enforcement of rules or limits, and positive reinforcement 
of appropriate behaviours displayed by their child (Golding, 2000). Manipulation of 
setting conditions, antecedents and consequences related to undesirable behaviour is 
also addressed (Kazdin, 1997). The duration and frequency of sessions may vary, 
along with whether the training is delivered in groups, with individual families or even 
single parents. As the parents concerned have either requested a referral, or are 
identified by professionals as in need of intervention, these approaches constitute 
secondary prevention measures.
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Preschool Interventions
Several community-based interventions have been delivered through statutory health 
visiting services, which occur in the early years of a child’s life. In one such scheme, 
known as the Elmeira Project, nurses visiting first time mothers provided education 
regarding parenting techniques, strategies to improve social support and advice about 
child development (Olds, Henderson & Kitzman, 1994, in Fonagy et al., 2000). 
Another large study was conducted by Brooks-Gunn et al. (1994, cited in Fonagy et 
al., 2000). These researchers offered preschool education, regular parent groups and 
frequent home visits to a random sample of mothers with low birth weight infants.
Davis, Spurr, Cox, Lynch, Von Roenne & Hahn (1997) cite a variety of early 
interventions provided by the voluntary sector. These schemes aim to provide 
education and support for parents with young children. One such project, Newpin, 
offers therapy and social support to families identified as having parenting difficulties, 
which are thought to place the child at risk. Newpin has been favourably evaluated by 
Cox, Pound, Mills, Puckering & Owen, (1991, in Davis et al, 1997). PIPPIN is 
another family focused programme, based on attachment theory (Parr, 1995, in 
Fonagy et al., 2000). Efficacy of the PIPPIN scheme was reported by Parr (1995, in 
Davis et al., 1997).
School Based Programmes
A series of interventions for primary school children are detailed by Bennett & Offord 
(2001). These are classified according to the nature and breadth of the approach. The 
‘good behaviour game’ (Kellam, Rebok, lalongo & Mayer, 1994, in Bennett & 
Offord, 2001) is an example of a successful single factor programme, in which rates of 
disruptive events in the classroom are the sole measures. Classes are divided into two 
competing teams, where rewards are gained for lower rates of disruption. This 
reinforcement becomes more intermittent over time.
A multi-component approach was utilised in the ‘tri-ministry helping children adjust 
project’ (Boyle, Cunningham, Heale & Hundert, 1999, in Bennett & Offord, 2001).
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This scheme addressed social, reading and parenting skills pertaining to children 
throughout a school. In a RCT comparing a non-intervention school with the target, 
significant increases in pro-social playground behaviours were observed, but other 
effects were less substantial.
Further categories of primary school programmes include competence enhancement 
and school development approaches. The former may be focused purely on teaching 
skills to children, or may also include elements of teacher and parent education. The 
latter involves including agencies such as mental health workers and sometimes 
students themselves in the management of the school, in an attempt at “improving 
school climate” (Bennett & Offord, 2001). This form of intervention has been more 
thoroughly researched with older age groups.
A universal intervention for preventing conduct disorder was reported by Stoolmiller, 
Eddy & Reid (2000). Linking the Interests of Families and Teachers (LIFT) 
programme components were utilised to reduce levels of playground aggression. In 
LIFT interventions, cohorts of children experience formal behavioural management in 
a range of settings. This is achieved by training teachers, playground monitors and 
parents in relevant aspects of social learning models.
The Early Risers Program, a secondary prevention approach, was developed by 
August, Realmuto, Hektner & Bloomquist (2001). This intervention consists of ‘core’ 
aspects delivered across the board, such as summer school, student mentoring and 
social skills training for pupils. PMT is a further core component. In addition, family 
support is designed on a needs-led basis, according to the individual family’s 
circumstances. Evaluations of these programmes are presented below.
Clinic Based Programmes
A relatively recent development in clinical services for children has seen the 
modification of cognitive behavioural treatments for this client group (Graham, 1998). 
Affective education programmes have been designed to improve young children’s 
ability to identify and express emotions. Links between their own or others’ feelings
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and behaviours can then be drawn to enable understanding of motivations. Techniques 
often include use of stories, puppets, music and other age appropriate media. 
Facilitators act as role models and encourage new skills through role-play, discussion 
and feedback (Fonagy et al., 2000). Some consequent reduction in behavioural 
problems has been demonstrated in research synthesised by Durlak & Wells (1997, in 
Fonagy et al., 2000).
Cognitive distortions and errors in attribution have been found to be related to 
adjustment and behavioural difficulties in children (Kazdin, 1997). Adolescents 
labelled as aggressive have been shown to hold beliefs regarding others as hostile, 
particularly in ambiguous social interactions (Kazdin, 1997). Interpersonal cognitive 
problem solving has developed as a means of addressing these patterns of thinking.
In problem solving training, groups of children are taught to utilise a step-by-step 
approach, whereby feasible alternative behaviours to those that are socially 
undesirable are generated and tested. Again, modelling is employed in order for social 
learning to occur. Tangible reinforcers may be used to reward pro-social behaviour. 
Several researchers have demonstrated significant benefits of this form of intervention 
(Kazdin, 1997).
Strengths and Weaknesses of Evidence
Parent Management Training
PMT is among the most comprehensively researched forms of early intervention in 
this field (Kazdin, 1997). In general, results of outcome studies evaluating PMT have 
been positive (Serketich & Dumas, 1996). Enduring benefits have been shown in two 
thirds of participants for periods lasting up to four years (Dadds, 1995; Webster- 
Stratton, 1997: both in Golding, 2000). In contrast to discussion and control groups, 
decreases in conduct problems have been reported, to the extent that behaviours 
displayed post-intervention are at a normative level for children’s age peers (Kazdin, 
1997).
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There is some consensus that programmes targeted at pre-schoolers are more effective 
than those conducted with adolescents, at least in the short term (Fonagy et ah, 2000; 
Webster-Stratton, 1997, in Golding, 2000). Wolpert et ah, (2002) state that “Parent 
training is the treatment of choice for conduct problems in children under 8 years of 
age” where severity is moderate. This could be seen as an endorsement of secondary 
prevention application of PMT.
However, several gaps within the body of evidence can be identified. According to 
Golding (2000), there has been limited demonstration of long-term benefits. Follow- 
up studies have simply not been conducted in many cases (Kazdin, 1997). Where they 
are carried out, the time span may be insufficient to make a decisive judgement about 
endurance of effects. Several researchers have found disappointing results in their 
follow-up data, partly due to high attrition rates (Golding, 2000).
Reasons for dropping out of treatment may include other stresses on the family, such 
as marital problems, parental psychopathology or childcare difficulties associated with 
social isolation. In addition, poverty-stricken families may find it impossible to 
finance the travelling involved in attending clinic-based programmes (Golding, 2000). 
It is therefore essential that the ecological model advocated by Herbert (1995) be 
adopted by services. If the focus of treatment is too narrow, or does not take into 
account the wider circumstances of particular families, children most at risk of 
developing severe behaviour problems will not enjoy the benefits of PMT.
Although favourable results have often been demonstrated in family settings, the 
effects on the child’s behaviour do not necessarily generalise to other contexts, such as 
school (Golding, 2000). This is contested to a degree in a meta-analysis by Serketich 
& Dumas (1996). More research is needed to clarify this issue, as well as to indicate 
family traits that may aid or hinder generalisation across settings (Golding, 2000). 
Kazdin (1997) observed that improvements do generalise to non-targeted behaviours, 
as well as to siblings of the referred child. Beneficial effects have also been apparent 
in maternal psychopathology, particularly symptoms of depression (Fonagy et al., 
2000).
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There have been few studies comparing PMT with other forms of early intervention 
for behavioural problems (Golding, 2000). Wolpert et al. (2002) stipulate that their 
advice for the use of PMT only refers to cases where there is “less co-morbidity and 
less social disadvantage”. Since low socio-economic status is a primary risk factor for 
behavioural problems, it would seem that professionals are still unsure about how the 
needs of the most vulnerable children can be met.
If interventions are implemented with individual families, parents may feel more 
comfortable receiving feedback from professionals. If conducted within homes, more 
family members can be involved in the intervention than might ordinarily attend 
services. However, group programmes are more cost effective than individual 
interventions (Webster-Stratton & Hancock, 1998, in Golding, 2000). This detail was 
deemed important by Shapiro (1989). Groups also allow parents to gain peer support 
and increase their social networks. Unfortunately, individuals may anticipate critical 
reactions from other group members and fail to attend. These issues have made it 
impossible to state confidently which format is preferable (Golding, 2000).
Kazdin (1997) reported that longer programmes, lasting up to sixty hours, produce 
more significant and enduring results. Other specific treatment enhancers include 
particular strategies imparted by facilitators, such as time out and positive 
reinforcement. Therapist behaviour can also be powerful in shaping parents’ 
responses. For example, Patterson & Forgatch (1985, in Golding, 2000) found that a 
directive style increased non-compliance in the parents, whereas non-directive 
approaches decreased resistance to the therapists.
Golding (2000) also cites a lack of control groups as an issue in research undertaken 
to date. Kazdin (1997) disputes this argument, adding that sound theoretical 
foundations augment the evidence. An example of research of a standard commended 
by Wolpert et al., (2002) has been produced by Durlak & Wells (1997, in Fonagy et 
al., 2000). They undertook a meta-analysis of studies that aimed to enhance mental 
health in children. Of the 177 interventions identified, 61% were RCTs (Fonagy et al.,
2000). This systematic review therefore offers evidence of the highest quality, 
according to McKinnell et al. (1999).
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Another meta-analysis specifically addressing behavioural parent training has also 
been published by Serketich & Dumas (1996). Effect sizes for the treatment in this 
review are consistently high, independent of the informant rating the child’s 
behaviour. However, more literature would be welcomed to address the many 
outstanding issues presented in this section.
Preschool Interventions
Fonagy et al., (2000) describe a number of characteristics that are likely to increase 
the effectiveness of schemes for young children. These include beginning the 
intervention either before or soon after the child is bom, primarily through 
consultation with the mother. They also state that programmes focusing on risk factors 
are likely to produce more positive results than those addressing behavioural 
difficulties directly. Efficacy can be further developed by offering several 
components, over a period of years (Fonagy et al., 2000). Together with Herbert 
(1995), Fonagy et al., (2000) advocate an ecological approach to early intervention, 
where the context in which the behavioural problems are embedded, is reflected in the 
scope of treatment.
Indications that children engaged in preschool intervention are likely to display less 
aggression and distractibility are reported by Fonagy et al., (2000). In the longer term, 
children may have a reduced probability of delinquent behaviour (Fonagy et al.,
2000). The projects on which these observations are based, however, often failed to 
engage families with the largest numbers of risk factors. In addition, where follow-up 
studies were carried out, high rates of attrition were commonly reported. Again, this 
was particularly so for the children perceived to be in greatest need. For these reasons, 
the beneficial effects reported must be treated with caution (Fonagy et al., 2000).
Nevertheless, success has been possible with some high-risk samples, as in The 
Elmira project (Olds et al., 1994, in Fonagy et al., 2000). This intervention was 
deemed successful in terms of preventing delinquency in children bom to low socio­
economic status, young, single mothers. Long-term treatment gains were evident
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fifteen years post-treatment. The project was also found to be cost-effective, which 
Shapiro (1989) cites as an influential factor. In addition, Kitzman, Cole, Yoos & Olds 
(1997, in Fonagy et al., 2000) found similar results in a comparable study. This 
intervention appears to address two of the criticisms raised above, in that the most 
vulnerable children received the service and enduring effects were demonstrated.
Less encouraging long term results were obtained in the Infant Health and 
Development Programme (Brooks-Gunn et al., 1994, cited in Fonagy et al., 2000). 
Initial outcomes were significant, in that scores on the Child Behaviour Checklist 
(CBCL, Achenbach & Edelbrock, 1991) were markedly reduced. Unfortunately, these 
benefits were not maintained when the children were followed up five years later. This 
remains a common problem amongst outcome studies in this field (Fonagy et al., 
2000)
A RCT was used to evaluate the Perry Preschool Project (Schweinhart & Weikart, 
1992, in Bennett & Offord, 2001). The researchers followed the participating children, 
all from poor households, into adulthood. Significantly reduced rates of antisocial 
behaviour were apparent in the experimental groups. Another programme directed at a 
low socio-economic status population was implemented by Jones & Offord (1989). 
Children living in subsidised housing were offered a “participate and leam skills” 
(PALS) intervention in a community setting. Significant positive changes were 
obtained on measures of antisocial behaviour in the community. However, no 
observable impact was noted in school or home environments. The authors in this case 
argued that reduced vandalism, with an associated drop in the need for emergency 
services, rendered the scheme cost effective (Jones & Offord, 1989).
Outcome research for preschool interventions is summarised by Bennett & Offord 
(2001). Strongest support has been found in the groups thought to be at high risk, i.e. 
those from a low socio-economic background. Some of the interventions designed for 
preschool children have been conducted in kindergarten settings; a context that could 
be conceptualised in similar ways to a classroom (Fonagy et al., 2000).
222
Children and Families Essay
School Based Programmes
Bennett & Offord (2001) state that “a number of promising prevention programs for 
conduct disorder” are available for primary school children. In line with Fonagy et al.,
(2000), they highlight multi-component interventions that address ecological issues as 
more desirable. However, these more complex treatments are harder to implement and 
questions regarding their cost-effectiveness remain unanswered (Bennett & Offord,
2001).
One study described as “exemplary” by Kazdin (2002), is the evaluation of the Early 
Risers Program (August et al., 2001). This RCT compared ten elementary schools in 
which the early intervention was implemented with ten schools not receiving the 
service. Children were identified as being at high risk for aggressive behaviour prior 
to commencing school, using the CBCL (Achenbach & Edelbrock, 1991). This sub­
sample was then tracked over two years, during which they engaged in the Early 
Risers Program. Every child that entered the study was re-assessed at the end of the 
intervention period.
The results supported the effectiveness of the intervention, particularly for children 
with the highest baseline levels of aggression August et al., (2001). Kazdin (2002) 
highlights several strengths of this study, including the fact that it was conducted over 
a substantial period, with a sufficiently large sample, to enable significant findings. 
The use of standardised instruments to measure varied constructs is also commended 
(Kazdin, 2002).
The LIFT programme undertaken by Stoolmiller et al., (2000), has also been critically 
acclaimed by Appleton & Hammond-Rowley (2000). In a RCT to evaluate the 
intervention, whole year groups fi*om 12 schools were allocated to either no 
intervention or universal exposure. After one year, the children receiving the 
programme showed significant decreases in aggression and other undesirable 
behaviours, relative to controls. The results were consistent across informants, 
comprising teachers, parents, peers and researchers. In contrast to the August et al.
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(2001) findings, effects were strongest in children with moderate scores at baseline 
assessment, although benefits were seen throughout the experimental group.
This outcome supports the practice of universal interventions, as no individual 
children are distinguished from their peers as requiring treatment. As well as 
overcoming the risk of stigma, the LIFT programme produced improvements in all 
children in the experimental condition, so no energy was wasted. Appleton & Rowley
(2000) note that no distinction is drawn between separate factors that constitute the 
intervention, in terms of differential effects. This criticism is shared by Kazdin (2002), 
who questions the necessity of each component in multi-factorial approaches.
Clinic Based Programmes
A description of two forms of intervention targeting children was given in the 
overview section. Effectiveness of the former, affective education, has been reported 
by Fonagy et al., (2000). This type of treatment seeks to extend the repertoire of 
acceptable behaviours, rather than focusing on antisocial behaviour directly. These 
interventions were found to reduce the likelihood of conduct problems in adolescence, 
when conducted with young children.
However, efficacy has not been well demonstrated in children over seven years of age. 
This has led to the proposal of a “critical period”, within which affective education 
may be useful (Fonagy et al., 2000). Webster-Stratton, Reid & Hammond (2001) 
agree that targeting children in the “preoperational stage” of cognitive development 
may enhance treatment effects. This contrasts with the assertion by Durlak, Fuhrman 
& Lampman (1991, in Kazdin, 1997), that older children are able to engage in more 
advanced cognitive functioning and so benefit more from early intervention.
Interpersonal problem solving training was noted to produce more benefits in older 
children by Kazdin (1997). However, Webster-Stratton et al., (2001) state that their 
sample of 4 to 8 year olds showed clinically significant changes after social skills and 
problem-solving training. Further study is required in order to clarify what type of 
cognitive intervention is most suitable for children of different ages.
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Webster-Stratton et al., (2001) attempted to identify and explain differential treatment 
responses to Social Skills and Problem-solving Training in a RCT. These researchers 
listed three hypotheses they were aiming to test. Firstly, they proposed that treatment 
would be significantly affected by risk factors related to the parent and the family. 
This suggestion was grounded in a body of evidence suggesting casual links between 
coercive parenting and child behaviour problems (Patterson, Reid & Dishion, 1992, in 
Webster-Stratton et al., 2001). Secondly, they felt that the more stressful the child’s 
circumstances, the less benefit they would gain from treatment. Thirdly, they 
predicted that effectiveness of the intervention would be negatively affected by 
diagnoses of Attention Deficit Hyperactivity Disorder.
Families were assessed at baseline, two months post-treatment and approximately 
twelve months later. After a minimum of eighteen sessions, children who had attended 
the training group showed significantly decreased levels of problem behaviours. 
Increased rates of behavioural disturbance were recorded in controls. Support was 
gained for the first hypothesis, in that all treated children whose parents used positive 
practices were shown to have improved. Of the children receiving the intervention 
programme whose experience of parenting was deemed coercive, fewer improvements 
were recorded (Webster-Stratton et al., 2001).
One positive implication of these findings is that treatment can be offered to children 
who are disadvantaged in a number of ways, including stressful living circumstances 
and problems associated with hyperactivity. However, Webster-Stratton et al. (2001) 
point out that the effect size of this child-focused treatment was less than that gained 
in evaluations of PMT. This statement goes some way to meet the need for 
comparisons between early interventions cited by Golding (2000). In general, Fonagy 
et al. (2000) report that use of behavioural or cognitive-behavioural approaches will 
increase the likelihood of successful secondary prevention programmes. In order to 
gain larger effect sizes, sections of the community in which high prevalence rates are 
recorded should be the focus of such interventions (Fonagy et al., 2000).
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Conclusion
There are currently many forms of early intervention for behavioural problems in 
children. Efficacy has been demonstrated to an extent for each of the approaches 
reviewed in this essay. PMT is regarded as the most rigorously evaluated form of 
treatment (Kazdin, 1997; Golding, 2000). The quality of evidence for PMT is of a 
high standard, comprising meta-analytic reviews of RCTs (Durlak & Wells (1997, in 
Fonagy et al., 2000; Serketich & Dumas, 1996). Fortunately, other approaches to the 
problem have also been evaluated, using randomised controlled designs in many 
cases.
A number of common themes can be discerned fi*om the literature presented.
There is clear consensus that interventions must be based on ecological models, in 
which contextual information is considered (Herbert, 1995; Golding, 2000; Fonagy et 
al., 2000). This information can be used to address the numerous stressors likely to be 
present in the families of children with behavioural disturbance. This may alleviate the 
difficulties associated with attrition, reported in many outcome studies. In addition, 
the number of children in need who are able to access services in the first place may 
be increased.
Several authors have highlighted the benefits of multi-component interventions, 
delivered over a number of years (Bennett & Offord, 2001, Fonagy et al., 2000). 
However, more research is needed in order to delineate differential effects of separate 
aspects within these packages (Kazdin, 1997). Further guidance is also required about 
how to help children and families to maintain treatment gains over time, after 
interventions have ended (Golding, 2000). Questions also remain about how 
behavioural change may generalise across settings, for example to school as well as at 
home (Golding, 2000; Jones & Offord, 1989). Finally, the age at which to intervene is 
still a matter of debate. Although the BPS advises use of PMT for children under eight 
years old (Wolpert et al., 2002), the effectiveness of approaches that target children of 
this age directly has not been established.
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A four-tier model of health service delivery currently exists for children and 
adolescents in the UK. In order for best practice to occur, the evidence base regarding 
early intervention should influence these services. Professionals working in Tier Two 
may be best placed to identify those children who are likely to be at risk of developing 
behaviour problems. These workers can be trained to implement various early 
intervention techniques. Alternatively, they may share information about the level of 
need apparent in local communities, in order for services to develop and meet that 
need.
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8
* X *  ♦>
“Race and ethnicity are relatively 
unimportant variables in both the incidence and treatment 
of mental health difficulties in older people.” Critically
discuss this statement.
August 2003
Year 2
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Introduction
According to Fernando (1991a), there has been a western tradition of categorising 
individuals based on their physical appearance. Racial differences were thought to 
include fixed psychological attributes, as well as cultural potentials (Bhugra & Bahl, 
1999). An assumption of a hierarchical relationship between races existed, with White 
people at the top (Biddiss, 1970, in Bhugra, & Bahl, 1999). More recently, however, 
the traditional classification criteria have been invalidated (Fernando, 1991a). Regular 
modifications of published definitions of race reflect the ongoing confusion 
surrounding this concept (McKenzie & Crowcrofl, 1996, in Bhugra, & Bahl, 1999).
Ethnicity is a group identity related to a sense of belonging (Fernando, 1991a). Group 
members or others may perceive shared cultural norms. These perceptions can foster 
within-group attachment and consolidate ethnic identities. In contrast to racial 
identity, ethnicity is seen as malleable and subject to change under social pressures. 
The term ethnic minority was used to describe “all subgroups of the population not 
indigenous to the UK who hold cultural traditions and values derived, at least in part, 
from their countries of origin” in a recent examination of community care services for 
older people in this sector of society (Bhugra & Bahl, 1999).
Epidemiological studies are concerned with the incidence and prevalence of disorders 
within a given population. Incidence can be defined as the number of new cases of 
disorder detected within a given time period. The total number of cases of disorder at 
a particular point in time is termed prevalence (Comer, 1995). Senior & Bhopal (1994, 
in Bhugra & Bahl, 1999) have criticised some epidemiological researchers for 
promoting ethnocentric views of disorder in minority groups, instead of investigating 
different cultural norms.
The goal of mental health is highly valued in Western society. Humanism often 
prevails over spiritual ideas or philosophies (Fernando, 1991b). However, the 
traditional, empirical approaches to treating mental health difficulties are competing 
with newer interventions, such as complementary therapies, which are growing in
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popularity. These holistic approaches challenge the cultural construct of a dichotomy 
of mind and body and their disorders (Fernando, 1991c).
In Britain, the NHS often provides treatment for mental health difficulties in ‘older 
people’ as distinct from ‘adults of working age’. This distinction is arbitrary and the 
age boundary differs across settings (Britton & Woods, 1999). Coleman & Salt (1996, 
in Silveira & Allebeck, 2001) reported increasing numbers of older people from ethnic 
minorities in Britain. Mental health difficulties are recognised to be more likely in 
these groups. However, there is a dearth of literature about the experience of elderly 
people from ethnic minority backgrounds (Silveira & Allebeck, 2001).
This essay initially presents the arguments for the importance of race and ethnicity in 
the incidence of mental health difficulties of older people. A discussion of other 
influential variables affecting incidence rates will follow. Treatment is then 
considered in the context of race, ethnicity and additional significant variables. The 
paper concludes with a summary of the most pertinent issues, implications for practice 
and future research needs.
Incidence of Mental Health Difficulties
The Importance of Race and Ethnicitv 
Assessment of Mental Health Difficulties
Fernando (199Id) argued that racism had a direct impact on the diagnosis of mental 
health difficulties in people from ethnic minorities. Examples included labelling as 
‘paranoid’ those individuals who expressed anger or fear as a result of racism. Rapport 
between White health professionals and clients from ethnic minorities was seen as at 
risk due to mistrust and lack of understanding on both sides. Clients may be reluctant 
to share information, due to assumptions about the professional’s bias with regard to 
ethnic minorities. Equally, the professional might be unwilling to probe further, to 
avoid either causing offence or revealing their inadequate knowledge of the client’s 
background and cultural norms (Cardemil & Battle, 2003).
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Two broad approaches to multicultural research were described by Richards & Abas 
(1999). The first is the ‘etic’ approach, in which assessment instruments and 
classifications of disorder developed in the western world are utilised with groups of 
people from ethnic minorities, often without adaptation. A disadvantage of etic 
research is that categories of disorder are assumed to be universally applicable, which 
may not be the case. ‘Emic’ research is the second, less common approach. It consists 
of in-depth qualitative investigations of behavioural and other symptoms of disorder 
in a range of cultures.
In discussing the importance of addressing race and ethnicity in psychotherapy, 
Cardemil & Battle (2003) point out that it may be difficult to establish clients’ race or 
ethnicity without direct questioning. Since many therapists avoid this line of enquiry, 
they may mistakenly assume that a client belongs to a particular ethnic group. The 
relationship could then be damaged at the outset, as the therapist is likely to have 
certain beliefs and expectations about that ethnic group (Cardemil & Battle, 2003).
Woods (1999) reported that dementia and depression were “without doubt the major 
mental health problems encountered in older people”. The Department of Health
(2001) also classes these disorders as common in the elderly. Assessment issues 
related to these two categories of disorder are therefore discussed in turn below.
Dementia
• t
A diagnosis of dementia requires the detection of difficulties with activities of daily 
living and cognitive impairment (APA, 1994; WHO, 1993). Both DSM-IV (APA, 
1994) and ICD-10 (WHO, 1993) acknowledge that the social and cultural 
environment of any individual has an impact on the assessment process. 
Administering formal measures to people from ethnic minorities is recognised to 
present difficulties by the APA (1994), since “Individuals from certain backgrounds 
may not be familiar with the information used in certain tests (of cognitive function)”.
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Richards & Abas (1999) stated that most cognitive assessments are “culture- 
dependent”. They highlighted the fact that societal groups may hold different 
expectations about the role of elders, leading to differing norms about functional 
capacity. They identified two kinds of bias in cognitive assessment. Firstly, test bias 
was cited, consisting of poor item selection. This included linguistic difficulties in 
translation and being ethnocentric in the content of test items. These authors 
recognised that older people from ethnic minorities were likely to have had different 
learning and employment experiences from those of the test creators and 
administrators, which would impact on the results of testing.
Secondly, they stated that process issues during assessment are omitted in much of the 
literature. Inherent cultural factors can have subtle effects on the outcome of cognitive 
measures and can be intangible, hence easily overlooked. Richards & Abas (1999) 
noted that some individuals from particular ethnic groups were reluctant to engage in 
intellectual tasks with strangers. They were also unaccustomed to performing 
assessment procedures that did not relate to their practical experience. A truly cross- 
cultural assessment, therefore, needs to comprise items that clients can easily 
recognise, comprehend and view as ecologically valid. This requires knowledge of the 
background and attitudes brought to the assessment by people from ethnic minorities 
(Richards & Abas, 1999).
McCracken, Boneham, Copeland, Williams, Wilson et al., (1997) reported high rates 
of dementia among non-English speaking elderly members of various groups of ethnic 
minorities. They emphasised the fact that assessment of orientation to time and place 
is a large step in making a differential diagnosis. Language difficulties are likely to 
adversely affect performance in this assessment procedure. Year of birth, address and 
name of British Prime Minister were frequently unknown by those participants from 
non-English speaking backgrounds. However, language did not affect ability to report 
the current day, month and year. Assessing knowledge of current date in isolation was 
therefore recommended, with the possible addition of items to elicit the name of the 
political leader in the country of origin, at the time of migration (McCracken et al., 
1997).
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Depression
Richards & Abas (1999) warned against administering assessment tools that have not 
been validated for the particular populations they are employed with. They stated that 
such practice could result in inaccurate results for people from ethnic minorities. The 
Geriatric Depression Scale (GDS: Yesavage, 1988, in Richards & Abas, 1999) was 
designed to be a screening instrument for use with older people and was endorsed by 
the Royal College of General Practitioners. However, the validity of this measure for 
people from ethnic minorities has not been investigated.
While some research points to the cross-cultural validity of symptoms of depression, 
differences in the presentation of mood disorders have been demonstrated between 
various ethnic groups (Marsella, Sartorius, Jablensky et al., 1985, in Richards & Abas,
1999). Some may experience somatic symptoms more frequently, and sadness may be 
more likely to occur with irritability and anxiety for others (Leff, 1988, in Richards & 
Abas, 1999). Kleinman (1987, in Richards & Abas, 1999) reported that rather than 
attributing upsetting symptoms to the concept of depression, some groups related 
these to “disturbances of the souP\
British health professionals have been criticised for holding a misperception that 
depression in older people from ethnic minorities is typified by somatisation (Richards 
& Abas, 1999). This finding may be due to superficial questioning during assessment, 
or “a ‘colonial’ inability to admit the range of emotions experienced by people of 
Afi-ican and Asian descent” (Weiss & Kleinman, 1988, in Richards & Abas, 1999). 
Cardemil & Battle (2003) noted that health professionals are often unsure how and 
when to broach the subject of ethnicity with clients, even when the significance of this 
factor is recognised.
Racist government policies were criticised by Fernando (1989) for severing support 
systems, causing loss and creating helplessness. Family separation and disruption of 
confiding relationships, known to be a protective factor for depression, were deemed 
to be a result of unjust Immigration laws. Rather than being an additional strain for 
individuals to cope with, Fernando (1989) proposed that racism was causally linked to
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the development of depression. Racist incidents in the community were seen as 
capable of shattering security that may have been established by migrants, leading to 
further stress and helplessness.
Woods (1999) reported that the onset of depression is consistently related to recent 
adverse life events and difficult life circumstances. Declining physical health is a 
common difficulty encountered in later life. Since many older people from ethnic 
minorities are likely to have difficulty accessing primary health care services (Abas, 
1996), physical illness and disability may go undetected and lead to depression in 
these individuals. Reasons for not seeking these services in the first place are again 
thought to include language difficulties, preference for within-group support and 
attribution of difficulties to non-medical causes (Marwaha & Livingston, 2002).
Other Important Factors
Senior & Bhopal (1994, in Bhugra & Bahl, 1999) stated that lack of consensus about 
definitions, heterogeneity within groups and biased research prevented ethnicity from 
being a “sound epidemiological variable”. Fernando (1991a) agreed, highlighting the 
risk of dismissing significant individual differences within groups, by holding 
stereotyped ideas and using labels. In order to place the importance of race and 
ethnicity in context, other variables must be considered.
Social Factors
Low socio-economic status has been identified as a major risk factor for emotional 
distress and psychiatric disorder (Bruce, Takeuchi & Leaf, 1991, in Thornton & Tuck,
2000). Poverty rates are significantly higher in older African Americans than in their 
White compatriots (Ruiz, 1995, in Thornton & Tuck, 2000). However, Kim, Bramlett, 
Wright & Poon (1998, in Thornton & Tuck, 2000) reported that this ethnic group had 
substantially fewer mental health difficulties on standard assessment tools. These 
results remained significant when education and income levels were controlled for. 
Neighbors & Jackson (1984, in Thornton & Tuck, 2000) found that African 
Americans were more likely to utilise informal sources of support for emotional
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problems, such as religious leaders, family and friends, than to present at health 
services.
Bahl (1999) reported that overcrowding is high within some ethnic minority 
communities in Britain, particularly Bangladeshi and Pakistani groups. Employment 
rates are also lowest in men from these backgrounds and relatively low in the various 
groups of Black people. Low socio-economic status of Black households is further 
reflected in the higher rates of accommodation provided by the state or voluntary 
agencies. However, Silveira & Allebeck (2001) found elderly Somali men in London 
reported good mental health, despite higher rates of physical disability. This appeared 
to be due to the protective role of family support and intimate relationships.
The findings summarised above indicate that the perceived need for formal services 
may be reduced in older people from ethnic minorities. However, this would only 
seem to apply in cases where the elderly individuals are well supported by family and 
other social networks. Fewer negative perceptions of ageing in ethnic minorities may 
be another protective factor. Western societies traditionally associate old age with 
multiple losses (Woods, 1999) and becoming a burden (Wames, 1993, in Coleman, 
1999). However, definitions of ‘old age’ vary across cultures (Dein & Huline- 
Dickens, 1997). Elders in some communities can perform important roles, such as 
imparting wisdom, conducting personal counselling and achieving leadership status. 
Maintenance of spiritual life and rituals are also the domain of older members of some 
societies (Dein & Huline-Dickens, 1997).
Individual Differences
Osborne (1971, in Fernando, 1991a) stated that differences within races outweighed 
the between-group differences. Marwaha & Livingston (2002) highlighted the fact 
that immigrant groups may differ in their age and life stage when arriving in the host 
country. Issues of desirability versus necessity of leaving home to settle elsewhere 
would also have different consequences for different social units, even if  they share 
the same race or ethnicity (Marwaha & Livingston, 2002).
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Individuals who share a racial or ethnic background may choose different verbal 
descriptions of their identity (Cardemil & Battle, 2003). Diversity within minority 
groups can also be related to personality factors, country of origin and sense of 
identity. The process of acculturation is another variable that may affect individuals in 
different ways. This refers to ethnic minorities being compelled to “conform and 
accommodate to the dominant culture’s way of life” (Cardemil & Battle, 2003). 
Implicit in the process is a devaluation of the original cultural norms. Clients from 
particular ethnic groups may be at varying stages of acculturation, which is a further 
source of individual difference.
Commonalities
Rather than being a result of difference, Littlewood & Lipsedge (1997, in Silveira & 
Allebeck, 2001) reported that severe mental health difficulties in migrant groups were 
associated with a combination of similarities with British culture and a decreased 
social status in the UK. As first generation migrants will have suffered losses by 
definition, this could be seen as overriding any effects of race or ethnicity on the 
aetiology of mental health difficulties. In accordance with previous research, Silveira 
& Allebeck (2001) identified loneliness, physical health problems, lack of a confiding 
relationship and bereavement as risk factors for depression in their Somali sample. 
These various forms of loss have been shown to increase vulnerability to depression in 
the general population, regardless of race or ethnicity (Woods, 1999).
Ageism is evidently becoming a cross-cultural phenomenon, as many countries face 
the challenge of modernisation (Dein & Huline-Dickens, 1997). This suggests that the 
traditional socially valued roles of elderly people from some ethnic minorities will be 
replaced by the negative perceptions of old age held in Western society. In addition, 
presentation of somatic symptoms of mental disorder has been found to occur in 
primary care consultations in the general population, in Britain as well as other 
countries (Goldberg & Huxley, 1980, in Bhugra, Lippett & Cole, 1999). Pitt (1995, in 
Woods, 1999) noted that misdiagnosis was common in elderly people from any 
background presenting with pain, lethargy and fatigue. These two observations
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indicate a degree of commonality between older adults from diverse ethnic 
backgrounds, including majority groups.
Treatment of Mental Health Difficulties
The Importance of Race and Ethnicitv
Current Inequalities
Fernando (199Id) outlined the impact of racist myths on treatment access and 
methods. Misperceptions held by health professionals were thought to include viewing 
black people as lacking capacity to achieve insight, or somatising mental health 
difficulties excessively. These standpoints were seen as influential in the low 
acceptance rates of people from ethnic minorities by some health services. Lack of 
knowledge and a distorted view of “dangerousness” were argued to lead to overuse of 
seclusion and excessive medication with Black people in psychiatric units (Fernando, 
1991d).
Fernando (1989) proposed a number of treatment strategies applicable to those older 
adults who may have experienced racism during their lifespan. Investigation of impact 
on self-esteem was deemed a priority, followed by generation of strategies to protect 
the person’s self image. Seeking alternative sources of pride, such as affiliation with 
political movements, or finding appropriate role models was also recommended 
(Fernando, 1989).
As underachievement in terms of societal norms is more likely to occur in people from 
ethnic minorities, depression could follow this form of loss (Fernando, 1989). 
Intervention for such individuals could therefore include development of 
compensatory strategies, as well as planning for future challenges. To combat learned 
helplessness following racist incidents, Fernando (1989) felt it important to foster 
resistance and impart assertiveness skills with practical problem solving strategies, in 
order to regain a sense of control. Challenging cognitions was deemed wholly 
inappropriate in such cases (Fernando, 1989).
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Ebrahim (1996) reported that multigenerational households are relatively more 
common in ethnic minorities in Britain. This was seen as having resulted in a serious 
myth that “they will look after their own” (Ebrahim, 1996). However, research has 
demonstrated that health difficulties of older people within these groups cannot be met 
exclusively by their families (Chevannes, 1997). In fact, many older people live alone 
(DoH, 2001).
A barrier to mental health services for many older people from ethnic minorities is the 
fact that they do not speak fluent English (Marwaha & Livingston, 2002). This is 
especially the case for women from poorer countries, who may also be illiterate in 
their first language. Attempts to provide information in any written form are therefore 
often inappropriate. The National Service Framework for Older People (DoH, 2001) 
warns against relying on translated leaflets or posters, stating that these methods are 
inappropriate and may lead to distrust of services by the very individuals being 
targeted.
A distinction has been drawn between low levels of social service utilisation and high 
levels of health service contact in older migrants (Ebrahim, 1996). Reasons for the 
under-use of social services included inappropriate facilities, complicated access 
procedures, language difficulties and issues of stigma. Ebrahim (1996) also proposed 
that these services were viewed by people from different ethnic backgrounds as 
“belonging to and for the white British population”. Many non-white individuals have 
therefore sought support from voluntary agencies, rather than NHS settings 
(Chevannes, 1997). Unfortunately, the lack of utilisation has prompted withdrawal of 
services, as it has been assumed that a high level of need does not exist (Ebrahim, 
1996).
In contrast, high admission rates of elderly people from ethnic minorities to inpatient 
health services have been consistently reported (Ebrahim, 1996). Hassett, George & 
Harrigan (1999) found that older people from non English speaking backgrounds were 
more likely to be detained in hospital against their wishes than their peers who were 
fluent in English. Compulsory treatment was also significantly more likely if  an
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interpreter was involved. Espino & Lewis (1998) outline various difficulties 
associated with using interpreters, such as translator bias, unfamiliar terminology and 
imprecise paraphrasing. They also highlight the fact that responsibility for translating 
information imparted by health professionals often falls to the youngest family 
members.
Ebrahim (1996) reported that research is underway with the aim of “normalising” 
admission rates of older people from ethnic minorities. Concerns have also been 
raised about the quality of care received by older people from ethnic minorities. For 
example, despite relatively high hospital admission rates, the number of outpatient 
follow-up appointments is proportionately lower than in the general population 
(Ebrahim, Patel, Coats et al., 1991, in Ebrahim, 1996). In addition, elderly people 
from minority groups are less likely to be referred to secondary mental health services, 
even though they frequently present to General Practitioners (Odell, Surtees, 
Wainwright, Commander & Sashidharan, 1997; Blakemore, 1982, both in Marwaha & 
Livingston, 2002).
Special Considerations Needed
Cultural diversity in representations of the self have been identified by Sue & Sue 
(1990, in Cardemil & Battle, 2003). While Western cultures are very individualistic, 
other ethnic groups may hold more collectivist conceptions. Therapists must take this 
possibility into account when conducting interventions, as to do otherwise would 
jeopardise the therapeutic relationship (Helms & Cook, 1999, in Cardemil & Battle, 
2003). Cultural differences in communication style will also impact on the interactions 
between client and therapist (Sue, 1990, in Cardemil & Battle, 2003). These include 
varied norms about interpersonal space and diverse value systems regarding non­
verbal and verbal communication, as well as self-disclosure (Cardemil & Battle, 
2003).
When providing care within clients’ homes, knowledge of cultural aspects and 
traditional roles is seen as a prerequisite for the development of care plans deemed 
‘safe’ by the client and their family (Chevannes, 1997). In addition, appropriate day
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services can only be provided if race and ethnicity are considered. Food, roles and 
activities must be acceptable to people from a diversity of backgrounds if  these 
services are to meet the needs of their communities. However, Chevannes (1997) does 
not advocate “ethnic matching” between health professionals and families, since this 
suggests that ethnicity outweighs other important social variables contributing to 
health.
Other Important Factors
Race and ethnicity clearly have an impact on access to mental health services for older 
people. Differences have also been identified in the course of treatment received by 
members of ethnic minorities. However, there are many other influential variables that 
affect all elderly people, regardless of their background. In addition, the identification 
of an older person’s race or ethnic identity is not sufficient to guide decisions about 
interventions. The Department of Health (2001) states that services should be 
responsive to individual needs, including social and cultural aspects of the person’s 
circumstances.
Individual Differences
Cardemil & Battle (2003) note that clients from ethnic minorities presenting for 
psychotherapy may be at different stages in their identity development. The attitudes 
towards a therapist from another ethnic group may depend on which stage of the 
process the client has reached. Sue & Sue (1990, in Cardemil & Battle, 2003) 
hypothesised that minority clients in the conformity stage could feel more comfortable 
with a clinician from the majority group, and perceive them to be more competent 
than a practitioner from an ethnic minority. During the stages of resistance and 
immersion however, a therapist from a non-white background might be preferred.
With regard to acculturation, if a client has synthesised aspects of both the minority 
and majority culture, the ethnicity of the therapist may not be seen as relevant. 
Conversely, an ethnically matched practitioner may be more successful in engaging a
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client that devalues the dominant culture (Sue & Sue, 1990, in Cardemil & Battle, 
2003).
Marwaha & Livingston (2002) emphasise the heterogeneity of any ethnic minority 
group. They found individual differences within Black Caribbean participants’ 
perceptions of spiritual help. Those who had never been depressed thought that 
religious behaviour was key in both the development and treatment of depressive 
symptoms. In contrast. Black Caribbean elders who had been depressed did not view 
spiritual support as appropriate or helpful. Kobylarz, Heath & Like (2002) also believe 
that the heterogeneous nature of ethnic groups needs to be recognised in order to 
prevent stereotyping and “cookbook” approaches to treatment.
Commonalities
Depression is thought to be under-diagnosed in older people in Britain, especially 
those in residential care (DoH, 2001). This observation applies across all ethnic 
backgrounds. A focus on the client’s ethnicity must not be allowed to mask the impact 
of the many social factors on ill health and recovery (Chevannes, 1997). For example, 
elderly people in the general population often have low socio-economic status 
(Walker, 1993). Kobylarz et al. (2002) emphasise a need to address disability-related 
issues and communication impairments experienced by many older people, regardless 
of their race or ethnicity.
Sutherland, (1999, p. 92) drew attention to the fact that many services accessed by 
older people from ethnic minorities are in the voluntary sector. Evidence indicating a 
desire for assistance in attending existing statutory health and social services, rather 
than a wish for separate services to develop, has been gathered by these organisations 
(Sutherland, 1999). Other research has demonstrated that older people from diverse 
backgrounds view some mental health difficulties in very similar ways. Participants in 
one study all labelled symptoms of psychosis as serious psychological illness and 
many agreed that psychiatric treatment would be appropriate, regardless of their 
ethnicity (Marwaha & Livingston, 2002).
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Kobylarz et al. (2002) presented a series of recommendations to ensure that 
interactions between healthcare providers and older people were culturally 
appropriate. However, each of the proposed steps could be applied to any individual, 
regardless of their race or ethnicity. For example, the authors themselves recognise 
that spirituality is a concept shared by all cultures, albeit in different forms. This is 
often not discussed in clinical settings (Kobylarz et al., 2002), however it is an 
important consideration when working with older people, regardless of their minority 
or majority status.
Conclusion
Race and ethnicity appear to impact on the mental health difficulties of older people in 
three main ways. Firstly, barriers to services exist for elderly people fi*om ethnic 
minorities. These include language difficulties, issues of stigma and myths regarding 
absence of need for NHS services (Marwaha & Livingston, 2002). The second factor 
is the ‘ethnocentric’ nature of mental health assessment (Richards & Abas, 1999). 
Most formal measures are culturally biased and assume education to Western 
standards. Health professionals are often unaware of differences in cultural norms and 
expectations within ethnic minorities. This can lead to distortions in the analysis of 
qualitative or process data.
Thirdly, disparity between treatments received by older people from ethnic minorities 
compared to the general population has been demonstrated. Fernando (199Id) 
reported excessive medication and use of seclusion as more common experiences of 
minority elders in hospital settings. High rates of involuntary admissions have been 
documented, with added concern about the quality of outpatient care after discharge 
(Ebrahim, 1996).
Many other variables influence the incidence and treatment of mental health 
difficulties in older people. Important social factors include low incomes, 
overcrowding, low educational attainment and poor housing. These aspects are often 
intertwined with characteristics of race and ethnicity. Norman (1985, in Sidell, 1995, 
p.45) coined the phrase ‘triple jeopardy’ to highlight the multiple stressors of ageism.
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low socio-economic status and racial discrimination experienced by many older 
people in ethnic minorities.
Whilst health professionals must consider race and ethnicity, much heterogeneity 
within ethnic groups is evident. Individuals who share a racial or ethnic identity can 
vary in a multitude of ways. The role of religion will hold more value for some than 
others. Their stage of acculturation and identity development will also differ. 
Circumstances surrounding the original departure from the country of origin will be a 
factor for some individuals from ethnic minorities living in Britain.
Many of the above factors apply equally to all older people, despite racial or ethnic 
differences. Depression is under-diagnosed in the general population of elderly adults, 
as well as those from ethnic minorities (DoH, 2001). Ageism is increasingly common 
across cultures, with the advent of modernisation in developing countries (Dein & 
Huline-Dickens, 1997). The need to address issues of disability and impaired 
communication experienced by older people from any background was highlighted by 
Kobylarz et al. (2002).
Richards & Abas (1999) described a new branch of cross-cultural psychiatric research 
that comprised elements of both etic and emic methodologies. Investigating symptom 
profiles was viewed as a way to gain accurate data regarding how people from ethnic 
minorities are likely to present mental health difficulties. Culturally appropriate 
assessment measures could then be devised for use in both clinical practice and 
research. Particular questions that need to be addressed include the role of religion 
(Steffens, Artigues, Omstein & Krishnan, 1997) and how to maintain stable social 
supports (Silveira & Allebeck, 2001).
Espino & Lewis (1998) highlighted a need for sharing information regarding health 
care and services in ways that were accessible to those not fluent in English. They 
recommended attending to unique characteristics of certain communities, in terms of 
attitudes to health, help-seeking behaviour and alternative healers. They also 
emphasised the needs of relatives and carers of older people with mental health 
difficulties, in the context of ethnicity and expected roles.
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Initiating discussion about race and ethnicity in therapeutic settings was advocated by 
Cardemil & Battle (2003). This was expected to enhance the working relationship, and 
as a consequence, improve the outcome of the therapy. They suggested gaining more 
understanding of the impact of racism on the outlook of clients from ethnic minorities, 
in accordance with (Fernando, 1989). They went on to state that acquiring knowledge 
of religious and cultural practices was insufficient, as therapists would also need to 
reflect on their own biases, expectations and misperceptions of clients from different 
ethnic backgrounds.
To conclude, race and ethnicity must be taken into account during assessment and 
treatment of mental health difficulties in older people. A greater degree of cultural 
sensitivity needs to be incorporated by formal health services, particularly when 
numbers of older people from ethnic minorities are small (Sutherland, 1999, p.92). 
Access to mainstream services must be improved and treatment quality regulated. In 
addition, environmental and age-related difficulties experienced by all elderly clients 
must be considered. Diagnostic assessments, care plans and therapeutic encounters 
must be tailored to meet the needs of the individual, whatever their background.
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Adult mental health case report summary: April 2002, Year 1
Cognitive behavioural therapy with a 46 year old woman presenting with
bereavement
Presenting Problems
Mrs. Enville was referred to address unresolved bereavement issues. She was white 
Caucasian, of British origin and spoke fluent English. She had experienced a 
termination of pregnancy on medical grounds and two miscarriages. She was an 
adopted child. Her parents had subsequently had two children of their own. Her father 
had died when she was sixteen and her mother had remarried.
She reported a history of anxiety, depression and Pre-menstrual syndrome (PMS). 
Stressful circumstances to do with her marital relationship, the nature of her work and 
acute anxiety episodes were revealed. She did not wish to seek emotional support 
from her family, friends or colleagues. She was reluctant to focus on her losses. 
Instead, she initially wanted to acquire stress management techniques and examine her 
need to keep her composure.
Formulation
Being at a transitional stage of the life cycle and having complex, multiple losses were 
seen as predictable determinants of grief. Lack of confiding relationships and past 
mental health problems were seen as contributing to complicated grief reactions. PMS 
and uncontrolled exposure to bereavement cues at work triggered strong feelings of 
loss. It was hypothesised that Mrs Enville was still experiencing two “oscillating 
phases”, characteristic of an adjustment process (Horowitz, 1986, in Moorey, 1996). 
These consisted of avoidance and denial of bereavement alternating with 
overwhelming feelings of loss. Avoidance may have been maintaining her difficulties.
Intervention
Mrs Enville attended nine individual sessions. Initially, stress management skills were 
targeted. Practical coping strategies were generated, including relaxation techniques.
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planning pleasurable activities, spending time with her son and socialising. Examples 
of assertive, rather than passive or aggressive interactions, were also highlighted. The 
marital relationship was a recurring topic. Mrs Enville was encouraged to seek contact 
with Relate. Common antecedents to arguments were identified and possible ways to 
manage these situations were generated.
To address bereavement, the termination of pregnancy was viewed as a traumatic 
experience. Techniques of graded exposure were implemented, to facilitate 
habituation to bereavement material and completion of the adjustment process. It was 
agreed that Mrs Enville would begin to write a letter to the aborted child. It was 
emphasised that an attempt at the task was all that was required.
Despite the caution advised, Mrs. Enville wrote a full letter in one morning. She felt 
worse when she had finished. Consequently, issues of keeping safe were highlighted. 
Self-soothing strategies were brainstormed. Details of the out of hours service within 
the CMHT were shared for support between sessions. She was later able to follow the 
suggestion of just reading the first paragraph and reported feeling “okay”. She 
gradually read longer parts of the letter. By the sixth session, she had read it through 
more than once.
Reformulation
Mrs Enville revealed more historical information during the intervention. This 
included guilt attached to her father’s death, an attempted overdose following the end 
of a relationship and difficulty adjusting to her stepfather. In the penultimate session, 
Mrs. Enville reported that her husband had gone to stay with his mother for a week. 
She made good use of coping strategies during this period and initiated contact with 
Relate. Finally, a reformulation was discussed with Mrs. Enville. She endorsed this 
explanation of her difficulties and shared the information with her husband.
Outcome
Mrs Enville bought very few Thought Records to the appointments. She found it 
difficult to identify anxiety-provoking thoughts, although was able to acknowledge the 
contribution of her shift work and home situation to anxious mood and tension. She
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felt unable to reduce her domestic responsibilities and was unwilling to seek 
alternative employment. She struggled to find evidence that challenged her thoughts 
associated with fi*ustration.
Her BDI score reduced fi*om 11 to 8, indicating a shift in cognitive, rather than 
physiological symptomology. Her BAI score remained insignificant. Mrs. Enville 
reported that she was more able to identify sources of anxiety and tension, which 
helped her to normalise the symptoms. She felt the graded approach to the letter had 
been a positive experience. She also stated that she had benefited firom learning that 
her reactions were experienced by many. She appreciated the opportunity to reflect on 
the reformulation.
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People with learning disabilities case report summary:
September 2002, Year 1
Cognitive behavioural therapy with a forty-year old man presenting with anger
problems
Presenting Problems
Mr Hart was referred for help with anger management. He was white Caucasian, of 
British origin and spoke fluent English. He was diagnosed with mild learning 
disabilities. He shared accommodation with two other men with learning disabilities. 
His keyworker reported that his preferred housemate had moved out a few months 
prior to the referral.
He stated that his anger had been worse in the months since his grandmother had died. 
His uncle had died the previous year. He stated that he could not sit near anyone in 
public. He felt that he needed to sit on his hands, as he worried about “losing control”. 
He said that angry feelings also arose at his home and when alone. He reported 
difficulty talking about his recent bereavement. He described his goals as “to get rid of 
the anger and the hurt”.
Formulation
Loss of relatives and a liked housemate may have precipitated the referral. Since Mr. 
Hart had previously sought psychological services for mood disorders and other 
issues, pre-morbid functioning was deemed important in the bereavement difficulties.
Lack of supportive peer relationships and appropriate role models were included as 
predisposing factors for anger. Earlier experiences of teasing or bullying were seen as 
important considerations. Interpersonal difficulties with a particular housemate and 
members of the public were common antecedents to anger. Escape or use of safety 
behaviours may have been directly maintaining his fear of becoming aggressive. It 
was likely that rumination was maintaining his level of arousal and prompting him to 
repeatedly act in the same way.
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Intervention
Ten weekly individual sessions were followed by five fortnightly appointments. The 
grief reaction was normalised using psycho-education. Thought was given to 
significant dates in the coming year. He was able to accept that he might never 
completely resolve his feelings of loss, but hoped for a reduction in painful feelings.
Mr. Hart reported that he felt attracted to and sexually aroused by some female staff. 
His awareness of suitable prospective sexual partners was assessed, discussed and 
corrected. He also reported worries regarding what might happen if he experienced an 
erection in public, as had once occurred. Initially, suggestions were made for 
appropriate sexual outlets. Some thought challenging of catastrophic predictions was 
also conducted.
Mr. Hart often reported sleep difficulties and being “fed up” during mood checks. He 
stated that he had “always suffered with nerves”. To lift his mood and extend his 
social life, he was encouraged to plan enjoyable daily activities. He produced a list of 
appropriate items, but had difficulty putting these plans into action. He seemed to 
have a great deal of worry thoughts, particularly involving being out in public. 
Relaxation exercises at the end of each session were introduced. The cognitive 
behavioural model of anxiety was presented several times. Mr. Hart often became 
tearful during these discussions and was unable to put his feelings into words.
A handout was prepared to illustrate misinterpretation of symptoms, along with a cue 
card for Mr. Hart to prompt himself to use the coping strategies devised in his 
sessions. The rationale for staying in anxiety-provoking situations was put to him as 
an opportunity to learn that his worst fears would not come true. He became tearful 
whenever this behavioural experiment was raised and was unable to carry it out.
Outcome
The BSI and STAXI were administered pre and post intervention. Mr. Hart’s BSI 
profile indicated a shift towards the median score overall. The largest reduction was 
seen in his Hostility scale score, with a smaller decrease in his Phobic Anxiety score.
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According to his STAXI profile, each of the scale scores had reduced, except for the 
Angry reaction scale, which remained the same. A consistently high angry reaction 
score indicated that he was still likely to experience strong anger when he perceived 
others to be critical or unfair.
Mr. Hart appeared pleased by the reduced scores on both questionnaires. He stated 
that his “hurt” had decreased significantly, but his anger less so. It was noted that he 
ceased talking about his grandmother early on in the intervention. When he did refer 
to her, he was able to recall happy memories as well as the upsetting fact of her loss. 
A low level of distress soon after bereavement has been shown to be a good predictor 
of positive outcome.
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Child and family case report summary: April 2003, Year 2
Narrative work with a 12-year-old girl presenting with 
physical aggression 
Presenting Problem
Samantha Birch was referred to psychology within a CAMHS by her GP. She was 
white Caucasian, of British origin and spoke fluent English. Her family were 
concerned about Samantha’s verbal abuse, physical aggression and throwing of 
objects. Rigidity, social communication problems and verbal reasoning difflculties 
had been noted.
Samantha had a history of peri-natal complications, febrile convulsions, urinary tract 
infections, separation anxiety and bedwetting. Nocturnal enuresis continued at the 
time of referral. OCD symptoms were apparent, including rituals and fear of her 
family being hurt.
Initial Formulation
Birth complications and developmental difflculties may have predisposed Samantha to 
disturbed behaviour and impaired social communication. Temperament, low self 
esteem, physical health problems and parental angst could have contributed to 
Samantha’s anxiety symptoms . Low self-esteem may have been related to 
bedwetting, awareness of being ‘different’ and the social communication difflculties.
Conflict with her sister was an identified antecedent to Samantha’s aggression. The 
verbal reasoning difficulty could have been sustaining her problematic social 
functioning. Low self-esteem could have been maintained by the bedwetting and 
social and behavioural difflculties. Parental tiredness, irritability and lack of 
management strategies may have been perpetuating the behavioural problems.
From a narrative perspective, the story of Samantha’s aggression appeared to be 
privileged. Her positive attributes, including the fact that she controlled her temper in 
school and with peers, was often overlooked. Therefore, the dominant narrative was
258
Case Report Summaries
thought to be maintaining Samantha’s low self-esteem, parental stress and the setting 
conditions for aggression.
Intervention
Following assessment, Samantha attended seven fortnightly appointments. Her mother 
joined the end of three sessions. A family review was held after five sessions.
Samantha was asked to describe a typical situation that resulted in losing her temper. 
This was depicted visually, as a ‘vicious circle’. ‘Grumpy Mood’ was then 
externalised. Times that Grumpy Mood ‘visited’ Samantha were identified, along with 
the accompanying impulsive and aggressive thoughts and behaviours. Times when 
Samantha was able to rise above Grumpy Mood were added as a ‘virtuous circle’. 
Samantha was also able to name several activities she engaged in without Grumpy 
Mood turning up.
A record of visits by Grumpy Mood was instigated. Samantha was encouraged to 
think of clever tricks to pre-empt or overcome it at these times. Landscape of 
consciousness questions (White, 1992) were used to investigate how Samantha saw 
herself, given her ability to defeat Grumpy Mood on some occasions and to think up 
new tricks on the spot. Her mother was recruited as an ‘audience’ to this perspective 
and she readily endorsed Samantha’s positive traits.
Samantha’s battle with Grumpy Mood was plotted over time. In order to flesh out the 
future narrative, she was asked to predict subsequent success rates. Her expectations 
were endorsed as realistic. As Samantha was unable to attend the last appointment, 
details of the process used to generate clever tricks for beating Grumpy Mood were 
posted, in order to give the family a ‘blueprint’ for the future.
Outcome
The Strengths and Difficulties Questionnaire (SDQ: Goodman, 1997) was 
administered twice. Although the parents indicated ongoing problems, the recorded 
severity of these and the impact on family life reduced significantly. They also 
indicated that Samantha was experiencing much less distress. Samantha herself gave
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responses indicating no change in the impact of the problem on family life. However, 
she felt that the problem was ‘much better’.
Another observable change was the way in which the family discussed the problem, 
by talking about Grumpy Mood as an external entity, rather than being part of 
Samantha’s character. The narrative presented no longer sounded ‘problem-saturated’, 
as the parents reported “more good days than bad days”. Visits by Grumpy Mood 
were also balanced with details of positive interactions.
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Older People Case Report Summary: January 2004, Year 3
Neuropsychological assessment of an 81-year-old man presenting with memory
problems.
Presenting Problems
Dr. Egan was a white Irish retired doctor. He had a stroke in 1998, followed by a more 
serious stroke in May 1999. Since that time, he had been diagnosed with depression. 
He had also began to complain of a “poor memory”. A baseline neuropsychological 
assessment was requested by the Consultant Psychiatrist. Further focal neurological 
damage and a degenerative disorder were both being queried.
Dr. Egan wore spectacles for reading and used a walking stick at times. He was right 
handed. He stated that his left hand was “fairly useless for fine work” and his left leg 
was weak. He also experienced pain in his left knee. He reported poor balance, 
decreased energy and no longer being able to drive, which he experienced as a 
significant loss. He had stopped working in 1986 and stated that “retirement suited 
him wonderfully” until he lost his independence. Dr. Egan was consuming alcohol 
every day at home.
Hypotheses
1) Dr Egan will have a neuropsychological profile consistent with Vascular Dementia.
2) Dr Egan will have a neuropsychological profile consistent with depression.
3) Dr Egan will have a neuropsychological profile consistent with the effects of his 
right hemisphere stroke. There may be elements of ‘vascular depression’, including 
evidence of firontal lobe damage.
Assessment
Dr. Egan attended a series of outpatient appointments. The final session took place at 
his home. His wife was present for the clinical interview, but not for the 
neuropsychological assessment.
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According to his BDI-II responses, Dr Egan was experiencing a moderate degree of 
depression. He felt that his mood had “not been too bad” for the previous couple of 
months. During the assessment, his mood appeared subjectively cheerful and he stated 
his intention to attempt everything asked of him.
Cognitive assessment of the following areas was carried out:
• General Orientation
• Verbal fluency:
• Estimate of pre-morbid functioning
• Visuo-spatial ability
• Auditory Verbal Memory
• General Intellectual Functioning
Outcome
Overall, Dr. Egan performed well on neuropsychological testing. His general level of 
intellectual functioning fell in the High Average range. There was a significant 
difference between his verbal and non-verbal abilities, with higher scores on tasks 
requiring verbal skills.
He was fully orientated to time and person. His verbal fluency score fell in the 77^  ^to 
89^  ^percentile range, corresponding to the ‘high normal’ category. His predicted full 
scale IQ fell in the high average range. This was consistent with the obtained estimate 
(WAIS-Ilf^). There was no evidence of significant visuo-spatial or sequencing 
difficulties. His working memory also appeared to be intact. Dr. Egan’s recall of two 
short stories suggested that he was able to encode, store and retrieve information more 
efficiently than would be expected. However, poor planning ability was indicated. His 
processing speed was also slov/.
The difficulties he displayed seemed consistent with a moderate degree of depression, 
as well as the expected consequences of his stroke. Further queries regarding 
executive functioning were highlighted. Impairment of memory did not appear to be 
significant, although assessment was limited. His profile was not indicative of focal 
neurological deficits, commonly seen in VaD. As alcohol intake, medication and
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chronic medical conditions are significantly related to cognitive fimctioning (Patemiti 
et al., 2002), each of these factors could have been influential in Dr Egan’s case. In 
addition, the possibility of ‘vascular depression’ existed.
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Specialist placement case report summary: June 2004, Year 3
Motivational Enhancement while developing a Cognitive Behavioural 
Formulation with a 27-year-old woman presenting with bulimia nervosa
Presenting problems
Ms Ryan was referred to the Eating Disorders Service by the duty CPN within the 
CMHT. The Consultant Psychiatrist and Senior Dietician conducted the initial 
assessment. Bulimia Nervosa was diagnosed, with co-morbid Obsessive Compulsive 
Disorder.
Ms Ryan was white, British and spoke fluent English. She lived with her fiancé (Mr 
Owen) and three children. Two children were from her first marriage. She was 
unemployed and cared for her youngest son at home. She had a history of loss, drug 
abuse and promiscuous behaviour in her first relationship. She and her current partner 
were involved in legal proceedings to do with access to his children.
Formulation
Predisposing factors for bulimia included gender, age and a history of psychoactive 
substance misuse. Early involvement in gymnastics and the amount of time and 
energy spent doing housework were additional vulnerabilities. Negative remarks about 
Ms Ryan’s body made at school and at home during her adolescence could have 
increased her susceptibility to a preoccupation with weight and shape and associated 
negative self-evaluation.
Psychological precursors to binge eating included transgressions of rigid dietary rules. 
Breaking a rule was perceived as evidence of lack of self-control, leading to 
engagement in “all or nothing” thinking. Attempts at control were abandoned for the 
duration of the binge. In terms of physiology, dietary restriction was likely to directly 
result in overeating. Ms Ryan also cited emotional binge triggers, including sadness, 
fiiistration and anxiety.
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Antecedents to self-induced vomiting included fear of weight gain, self-disgust and 
feeling bloated (Ogden, 2003a). Ms Ryan added that she often felt sad after binge 
eating. Additionally, vomiting gave her a sense of relief following the loss of control 
characteristic of binges (Ogden, 2003a).
Over-concern with appearance may have perpetuated the bulimic symptoms. Ms Ryan 
expressed dislike for her body, inferring that she would experience more positive 
feelings if she changed size. Ms Ryan was found to have a severe level of depressive 
symptomology. Purging may have provided temporary positive affect, alleviating 
anxiety about weight gain and fostering a sense of mastery.
Intervention
Self-motivational statements were elicited, highlighting discrepancies between 
consequences of current behaviour and future goals. Ms Ryan was questioned about 
past successes, and thought she might still possess the same “strength of character”. 
To build impetus for change, the pros and cons of bulimic characteristics were 
examined. Advantages and disadvantages of change were also discussed.
In order to reduce Ms Ryan’s level of tension and desire to binge, a progressive 
relaxation exercise was introduced. This was adapted from instructions devised by Ost 
(1987, in Clark, 1989). She was encouraged to practise the procedure at home every 
day. A hierarchy of OCD symptoms was constructed, in order to begin limiting the 
ritualistic behaviour. Particular times were identified as sources of “stress” for Ms 
Ryan. She was encouraged to generate her own management strategies for these 
periods.
Ms Ryan’s history seemed characterised by events outside her control. Her presenting 
problems appeared consistent with a desire for control. She felt it was important to 
remain in control of herself, to prevent focussing on upsetting events from her past. 
This allowed avoidance of self-blame, which she associated with high levels of 
tension and frustration. Self-control was being achieved through restricting her dietary 
intake and venting frustration via the behaviours symptomatic of OCD. With 
encouragement, she was able to give examples of exerting self-control in healthy
265
Case Report Summaries
ways, increasing her feelings of efficacy and reducing anxiety. She was able to draw 
on this evidence to form further self-motivational statements.
Outcome and follow-up
Ms Ryan reduced the maximum frequency of binge eating and vomiting from eight 
times daily to three times weekly. There was an overall increase in her weight, from 
44kg to 46.3 kg. The amount of time spent cleaning reduced from four hours to less 
than two hours daily. Ms Ryan was able to cease rearranging furniture in one bedroom 
altogether. Other changes in behaviour included removing her scales, eating more 
fresh fruit and vegetables and speaking of her “diet for health”. She stated that she 
viewed herself more positively and felt generally “more secure”.
Standardised measures were re-administered and the results fed back to Ms Ryan. On 
the Stirling Eating Disorder Scales (SEDS: Williams & Power, 1995), her profile was 
generally flatter, representing a lessening of symptomology overall. Her scores fell 
above the cut-off on three of the scales, compared to seven at the outset. Her Beck 
Depression Inventory (BDI-II: Beck & Steer, 1984) score reduced from 31 (severe) to 
4 (not significant). Her Beck Anxiety Inventory (BAI: Beck, Epstein, Brown & Steer, 
1988) score remained below the clinical range.
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Adult Mental Health Placement
October 2001 -  March 2002, Year 1
Setting
The placement was split between a Continuing Care Service for people with severe 
and enduring mental health needs, and a Community Mental Health Team (CMHT).
Models Used
The principle model was Cognitive Behaviour Therapy. The secondary model was 
Behavioural.
Experience Gained
Clinical
Assessment and treatment was undertaken with adults presenting with a range of 
problems, including mood disorders, challenging behaviour and schizophrenia. An 
anxiety management group was facilitated jointly with a member of nursing staff. 
Psychometric assessments were also undertaken. Assessment and intervention took 
place in both inpatient and outpatient settings. Inpatient settings included two 
community rehabilitation units, a general hospital and a medium secure forensic unit.
Observations of the placement supervisors, other psychologists and members of the 
CMHT were also arranged, during assessments, interventions and home visits.
Research
A service-related research project (SRRP) was conducted on this placement. The 
research explored the sensitivity and validity of the adopted outcome measure. The 
SRRP is presented in the research dossier (this volume).
Presentations and Teaching
The SRRP findings were presented to the community rehabilitation service staff team. 
A case was also presented to the monthly psychodynamic supervision group at this 
unit.
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People with Learning Disabilities Placement
April 2002 -  September 2002, Year 1
Setting
The placement was undertaken within a Specialist Psychology Service, offering 
Community and Outpatient appointments.
Models Used
The principle model was Cognitive Behaviour Therapy. Secondary models were 
Behavioural and Dialectical Behaviour Therapy.
Experience Gained
Clinical
Assessment and interventions were conducted with clients aged 16 to 55, with a range 
of presenting needs, such as PTSD, challenging behaviour, cognitive decline and 
inappropriate sexual behaviour. A staff support group was undertaken with members 
of an Intensive Support Team. Joint work was undertaken with another psychologist. 
Individual therapeutic work was conducted, as well as indirect interventions with 
carers. Psychometric assessments were also undertaken. Assessment and intervention 
settings included the psychology department, a school, client homes and day services.
Research
An ongoing project to detect onset of dementia in people with Down’s syndrome was 
being carried out on this placement. After observing the procedure, a standardised 
assessment battery was administered to two individuals, contributing to the data 
collection. Similarly, two individuals presenting with possible Asperger syndrome 
were assessed. The findings were collated as part of ongoing departmental research.
Presentations and Teaching
A presentation on attachment in people with learning disabilities was given at one of 
the departmental meetings.
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Children and Families Placement
October 2002 -  March 2003, Year 2
Setting
The placement was undertaken within a Child and Adolescent Mental Health Service 
(CAMHS), situated within a large hospital.
Models Used
The principle model was Narrative Systemic. Secondary models were Behavioural 
and Cognitive-Behavioural Therapy.
Experience Gained
Clinical
Assessments and therapeutic work were undertaken with children presenting with a 
range of difficulties, such as school refusal, mood disorders, physical health 
complications, low self esteem and behaviour problems. Three children also had 
developmental disorders. Some children were offered individual therapy sessions, 
others attended with their families. In one case, parents attended without their child 
being present. Three cognitive assessments were carried out. Joint work with the 
supervisor and a Community Nurse were undertaken. Assessment settings included a 
hospital school, a mainstream school and a paediatric ward.
Observations of Family Therapy sessions were arranged. Fortnightly psychodynamic 
supervision groups were also attended. As well as observing the supervisor, I 
shadowed another Clinical Psychologist for two sessions at a multidisciplinary 
assessment service offered to parents of children with complex needs.
Presentations and Teaching
A case was presented at the fortnightly psychodynamic supervision group. Psychology 
teaching sessions and CAMHS training presentations were regularly attended within 
the placement. I also attended a Regional CAMHS Training Day.
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Older People Placement
April 2003 -  September 2003, Year 2
Setting
The placement was undertaken within a Psychology Outpatient Service, within a 
Community Team for Older People.
Models Used
The principle model was Cognitive Behaviour Therapy. The secondary model was 
Narrative Systemic.
Experience Gained
Clinical
Six individuals were referred for neuropsychological assessment. CBT was initially 
offered to clients presenting with depression, anxiety, OCD, PTSD and bi-polar 
affective disorder. Individual difficulties were associated with adjustment to disability 
and behaviour problems in some cases. Clients were seen in the outpatient clinic, on 
an acute psychiatric ward, at a Day Hospital and at a residential home. Two couples 
were seen for joint work during this placement.
Observations of the placement supervisors, other psychologists and members of the 
CMHT were also arranged, during assessments, interventions and home visits.
Research
Contributed to service-wide clinical audit by recording workload and time involved in 
assessment, treatment, administration, travel etc. over two week period.
Presentations and Teaching
A presentation was given to the Trust Psychology Department on Narrative 
approaches to working with Older People.
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Specialist Placement: Eating Disorders
October 2003 -  March 2004 , Year 3
Setting
The placement was split between a larger day patient and outpatient setting, and a 
smaller satellite service offering outpatient appointments only.
Models Used
The principle models were Narrative and Solution Focussed. Secondary models were 
Schema-Focussed and Cognitive-Behavioural Therapy.
Experience Gained
Clinical
Joint assessment, individual psychological assessments and therapeutic work were 
undertaken with adults presenting with anorexia nervosa, bulimia nervosa, EDNOS 
and binge-eating disorder. Co-morbid difficulties included OCD, depression, anxiety 
and self harm. Joint assessments were carried out with the supervisors, senior dietician 
and consultant psychiatrist within the team. Therapeutic work was completed 
independently, on an individual basis. However, therapy was conducted in regular 
liaison with other members of the Eating Disorders Service and in some cases, with 
members of the CMHT. Two clients attended with a partner on one occasion.
Research
Collated and analysed responses to service profile and provision questionnaire. 
Prepared descriptive statistics and graphical presentation of data.
Presentations and Teaching
A case was presented at the fortnightly team meeting. The outcome of a GP and 
CMHT audit regarding service profile and provision was given jointly with a 
supervisor. I also attended a BPS Special Interest Group Meeting.
272
Placement Summaries
Specialist Placement: Children with Learning Disabilities
April 2004 -  September 2004 , Year 3
Setting
The placement was set in an outpatient child psychology service, with links to the 
Community Team for People with Learning Disabilities (CTPLD).
Models Used
The principle models were Narrative Systemic and Behavioural. The secondary 
models were Cognitive-Behavioural Therapy and Attachment focussed.
Experience Gained
Clinical
Joint assessment, individual psychological assessments and therapeutic work were 
undertaken with children presenting with developmental delay, behaviour problems, 
feeding difficulties, social withdrawal, anxiety and anger. Three of the children were 
diagnosed as being on the autistic spectrum. A psycho-education and socials skills 
group for adolescents with Asperger syndrome was jointly facilitated with another 
psychologist and a Primary Mental Health Care Worker. Joint work was carried out 
with a Community Nurse fi*om the CTPLD with one family. Four of the children were 
seen in their homes with at least one parent. The other children attended outpatient 
appointments, with their mothers.
Research
Contributed to workforce planning during departmental away day, including 
amending questionnaire designed to raise and expand service profile.
Presentations and Teaching
A presentation to the child psychology department was given on ‘Measuring Outcome 
in Children with Learning Disabilities.
273
